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can your diuretic 
“upgrade” your 


heart patients? 


k n Ow fewer restrictions of activity are the benefit of prolonged use of 


those diuretics effective over the entire range of cardiac failure. 
yo u r The organomercurials—parenteral and oral—improve the 

ral i U retic classification and prognosis of your decompensated patients. 

Diuretics of value only in milder grades of failure, or which 

must be given intermittently because of refractoriness or side 


effects, are incapable of “upgrading” the cardiac patient. 
TABLET 
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BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2 
-METHOXY-PROPYLUREA IN EACH TABLET) 


for “...a new picture of the patient in congestive heart failure.”* 
replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.: J. M. Soc. New Jersey 50:149, 1953. 
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A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre k 
of a ines. It is located on U. S. Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

Ample facilities are afforded for recreational and occupational therapy, particularly out- 
00 


rs. 
Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality ts to effect a cure or improvement in the di Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 
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“An Ideal Xmas Gift” 


Favored by students at 65 of the 74 U. S. Medical Schools 


In most medical schools, students are required 
to purchase their own otoscope-ophthalmoscope 
diagnostic sets. In 1954, Welch Allyn instru- 
ments were purchased by a great majority of 
students at 65 out of the 74 U. S. medical 
colleges and at 9 out of the 11 Canadian 
medical colleges. 


Since Welch Allyn sets cost somewhat more 
than competitive brands, it seems obvious 
that this choice was made on a basis of quality 
alone. We believe that you who are established 
in the profession of medicine will be glad to 
know that our young doctors are starting 
right, with instruments that will provide ac- 
curate diagnosis with minimum effort, plus 
of long and trouble-free instrument 

e. 


Replace those old worn out sets with NEW WELCH ALLYN, one for the 
OFFICE and one for the CAR. 


WINCHESTER 


“CAROLINAS HOUSE OF SERVICE” 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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arthritis 


- 4-5 times as potent as cortisone 
or hydrocortisone, mg. for mg. 


PREDNISOLONE, SCHERING 


METICORTELONE resembles METICORTEN in antirheumatic, anti- 
inflammatory and antiallergic effectiveness.'!"!! The availability of 
these new steroids, first discovered and introduced by Schering, pro- 
vides the physician with two valuable agents of approximately equal 
effectiveness in cortical hormone therapy. 


Bibliography: (1) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 157:311, 1955. 
(2) Waine, H.: Bull. Rheumat. Dis. 5:81, 1955. (3) Tolksdorf, S., and Perlman, P: Fed. 
Proc. 14:377, 1955. (4) Herzog, H. L., and others: Science /2/:176, 1955. (5) Bunim, J. J.; 
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(6) Henderson, E.: New developments in steroid therapy of rheumatic diseases, presented 
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(7) Boland, E. W.: California Med. 82:65, 1955; abs., Curr. M. Digest 22:53, 1955. (8) King, 
J. H., and Weimer, J. R.: A.M.A. Arch. Ophth. 54:46, 1955. (9) Criep, L. H.: Prednisolone 
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KARO 
SYRUP 


BELONGS IN THIS PICTURE! 


... a carbohydrate of choice 
in milk modification for 3 generations 


OPTIMUM caloric balance—60% of caloric 
intake, gradually achieved in easily 
assimilable carbohydrates—is assured with 
Karo. Milk alone provides 28%, or less than 
half the required carbohydrate intake. 


A MISCIBLE liquid, Karo is quickly dissolved, 
easy to use, readily available and inexpensive. 


A BALANCED mixture of dextrins, maltose 
and dextrose, Karo is well tolerated, easily 
digested, gradually absorbed at spaced 
intervals and completely utilized. 


PRECLUDES fermentation and irritation. 

Produces no reactions, hypoallergenic. 
Bacteria-free Karo is safe for feeding prematures, 
newborns, and infants—well and sick 


LIGHT and dark Karo are interchangeable in 
formulas; both yield 60 calories per tablespoon. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York 4, N. Y. 
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Meprobamate 
(2-methyl-2-n- propy!-1,3-propanediol dicarbamate) 


new anti-anx 


iety facto 


uscle-relaxing 


See 
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THERAPEUTIC BILE 
for patients with liver and gallbladder disorders 


confirmed 
(A) Hydrocholeresis: 


in the laboratory Bile capillaries (rabbit + 


liver) are filled with di- ee 


In the isolated perfused 

liver (rat), Aydrocholer- ' lute bile 15 minutes after 
200 to 300 per cent— . dehydrocholate, 
be (B) Untreated control. 


“Since bile of this nature and in this large output can 
flush out even the smaller and more tortuous biliary 
radicles, hydrocholeresis [ with Decholin and Decholin 
Sodium] aids in removal of inspissated material and 
combats infection.”3 


confirmed 
in practice 


p MMe hydrocholeresis Decholin Tablets (dehydrocholic acid, Ames) 3% gr. 
—a marked increase (0.25 Gm.). Decholin Sodium (sodium dehydrocholate, Ames) 
both in volume and 20% aqueous solution; ampuls of 3 cc., 5 cc. and 10 cc. 

fluidity of the bile ' (1) Clara, M.: Med. Monatsschr. 7:356, 1953. (2) Brauer, R. W., and 
Pessotti, R. L.: Science 1175:142, 1952. (3) Schwimmer, D.; Boyd, 
L. J., and Rubin, S$. H.: Bull. New York M. Coll. 16:102, 1953. 
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To help your obese patients reduce and stay re- 
duced, Knox introduced this year a new dieting 
plan based on the use of nutritionally tested 
Food Exchanges.’ The very heart of this new 
dietary is a “choice-of-foods diet list’ chart 
which presents diets of 1200, 1600 and 1800 
calories. 

Each of these diets may be easily modified to 
meet special needs. However, the important 
points for your patients are that the use of this 
chart eliminates calorie counting, permits the 
patient a wide range of food choices and dispels 
that old empty feeling by allowing between-meal 
snacks, 

These advantages should make your manage- 
ment of difficult and average cases easier. If you 


New Knox Food Exchange Chart 
Eliminates Calorie Counting 


Previ 


would like a supply of the new Knox charts for 
your practice, just fill in the coupon below. 


1. Developed by the U. S. Public Health Service assisted by 
committees of The American Diabetes Association, Inc. and The 
American Dietetic Association, 


Chas. B. Knox Gelatine Co.. Inc. 
Professional Service Dept. SJ-12 
Johnstown, N. Y. 
Please send me. copies of the new, color-coded 
“‘choice-of-foods diet list” chart. 

YOUR NAME AND ADDRESS: 
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K. pneumoniae (6,500X) 


Strep. pyogenes (8,500X) 


ELECTRON 
MICROGRAPHS 


Staph. aureus (9,000X) 


susceptible to 
broad-spectrum 


“TRADEMARK, REG. PAT. OFF.—THE UPJOHN GRAND OF TETRACYCLINE 


4 
Ix 
neumonia | 
D. pneumoniae (10,000X) 
All of them are i Ni ‘3 
the more than ) 
30 organisms 
oral suspension (PANMYCIN Readimixed) 
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The VICEROY filter tip contains We believe this simple fact is one 
20,000 tiny filter traps, madethrough of the principal reasons why so 
the solubilization of pure natural many doctors smoke and recommend 
material. This is twice as many of VICEROY--the cigarette you can 
these filter traps as any other brand. really depend on! 


ONLY VICEROY GIVES YOU 


20000 


TWICE AS MANY OF 
THESE FILTER TRAPS AS 
ANY OTHER BRAND! 
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The name 


Winthrop-Stearns Inc. 
has been changed to 


LABORATORIES INC. 


Only the name is changed—nothing else. 


| This new name better indicates the nature 
| of our operations which is to supply 
high quality therapeutic and diagnostic pharmaceuticals 


| SPOR, MANUFACTURERS OF THE FOLLOWING DIAGNOSTIC AND THERAPEUTIC AGENTS at 
ARALEN® PHOSPHATE ISUPREL® HYDROCHLORIDE 
| 5 AVERTIN® WITH AMYLENE HYDRATE LEVOPHED® BITARTRATE es 
CREAMALIN©® MEBARAL® 
| Fe DEMEROL® HYDROCHLORIDE MILIBIS® he 
DIODRAST® 35°, NEO-SYNEPHRINE® HYDROCHLORIDE 
DIODRAST® COMPOUND SOLUTION PONTOCAINE® HYDROCHLORIDE 
= DRISDOL® IN PROPYLENE GLYCOL SALYRGAN®-THEOPHYLLINE = 
DRISDOL® WITH VITAMIN A DISPERSIBLE TELEPAQUE® 
EVIPAL® SODIUM ZEPHIRAN® CHLORIDE 
& HYPAQUE® SODIUM ail and many others 
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Adequate Hospitalization 
. for Treatment of Alcoholics 


«Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion. This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured. The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours. The White 


Cross Hospital is under the direction of a“compe- 
tent licensed physician, with five consulting physi- 
cians subject to call. Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 


A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism. With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision. You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female. 
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Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation, 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 
Copyright 1955 H.N. Alford, Atlanta, Ge. 
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When little patients balk at scary, 
disquieting examinations (before you’ve 
begun)... 

When they’re frightened and tense (and 
growing more fearful by the minute) .. . 
When they need prompt sedation (and 
the oral route isn’t feasible) . . . try 


NEMBUTAL 


Sodium Suppositories 


With short-acting NemBuTaL, the dosage 
required is small and the margin of safety 
is wide. And—since the drug is quickly 
and completely destroyed in the body— 
there is little tendency toward morning-after 
hangover. Keep a supply of all four sizes 
| of NEMBUTAL suppositories on hand. Be 

| ready for the frightened ones 

before their fears begin. Obbott 


30 mg. : 


0.2 Gm. : 0.12 Gm. : 60 mg. : 
: (% gr.) 


(3 grs.) (2 grs.) (1 gr.) 


® Pentobarbital Sodium, Abbott 


$1213: 
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~ Manufacturing know-how and continuing research by Schering. 


_ provide preparations of highest quality at minim 


— 
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| 

a ure superior qualit 
a Schering’s high standards and quality control assure products of - 
unchanging potency and purity for uniform action and clinical efhicaey. 

ai. minimal cost 
| 


specific 
androgen therapy 
anabolic 


in tissue wasting 


Oral: 10 and 25 mg. Buccal: 10 mg. 


ORETON’ 
Methyl 


METHYLTESTOSTERONE 
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Schering Corporation 
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(ERYTHROMYCIN, LILLY) 


‘llotycin’ kills susceptible pathogens of the 
respiratory tract. Therefore, the response is de- 
cisive and quick. Bacterial complications such 
as otitis media, chronic tonsillitis, and pyelitis 
are less likely to occur. 


Most pathogens of the respiratory tract 
are rapidly destroyed. Yet, because the coli- 
form bacilli are highly insensitive, the bacterial 
balance of the intestine is seldom disturbed. 


‘Ilotycin’ is notably safe and well toler- 
ated. Urticaria, hives, and anaphylactic reac- 


Over 96% of all acute bacterial 
respiratory infections 
respond readily 


“tions have not been reported in the literature. 
Staphylococcus enteritis, avitaminosis, and 
moniliasis have not been encountered. 
Gastro-intestinal hypermotility is not ob- 
served in bed patients and is seen in only a small 
percentage of ambulant patients. 
Available as specially coated tablets, pedi- 
atric suspensions, I.V. and I.M. ampoules. 


Kua ly 


quaLtity /ReEsSEARCH /INTEGRITY 


ELI LILLY AND COMPANY # INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE DIAGNOSIS OF SURGICALLY CORRECTABLE CONGENITAL 
MALFUNCTIONS OF THE HEART 


JEROME S. HARRIS, M.D. 
DURHAM 


Since 1939 an increasing number of con- 
genital cardiac abnormalities have come 
within the orbit of corrective surgery. New 
developments in refrigeration anesthesia 
and extracorporeal circulation, which allow 
isolation of the heart from the circulation, 
should soon permit extensive operations 
upon the interior of the heart, the veins and 
great vessels so as to increase vastly the 
variety of correctable abnormalities. Al- 
though the unraveling of rare complicated 
anomalies still requires the efforts of a team 
of experts with an incredible amount of ex- 
pensive equipment (only too frequently 
aided by a pathologist for the final and cor- 
rect diagnosis), many of the surgically cor- 
rectable abnormalities may be diagnosed by 
the application of simple physiologic reason- 
ing to the results of an ordinary physical 
examination, electrocardiogram, and chest 
roentgenograms. 


Classification 


To accomplish this purpose, it is neces- 
sary to establish a broad classification as 
a framework for diagnosis. Nonsurgical 
conditions must be included, since they must 
be diagnosed in order to avoid unnecessary 
surgery.* A simplified classification is given 
in table 1, where the surgically correctable 
lesions are emphasized. The anomalies are 


From the Department of Pediatrics, Duke University School 
of Medicine, Durham, North Carolina. 


Read before the Section on Pediatrics, Medical Society of 
the State of North Carolina, Pinehurst, May 3, 1955. 


*The commonest anomalies in 500 patients with congenital 
heart malformations seen in the Duke Pediatric Cardiac 
Clinic from 1947 to 1952 ge patent ductus, septal defects, 
tetralogy, coarctation an stenosis. Fortunately 
these conditions can be aided by surgery with a good chance 


of success except in the case of ventricular and large atrial 
septal defects. In contrast, transposition was a common 
onamnale in very young infants admitted to the hospital 
for study. 


first divided between those that are pre- 
dominately cyanotic and those that are pri- 
marily acyanotic (in the absence of cardiac 
failure and pulmonary complications such 
as pneumonia, infarction and vascular scle- 
rosis). The latter group may be divided into 
those without shunts (IA) and those with 
left to right shunts (IB). Those without 
shunts have a normal or decreased pulmon- 
ary circulation and comprise obstructions 
to the flow of blood, anomalously situated 
vessels, and a group of miscellaneous and 
unrelated conditions. Many of these pa- 
tients present specific symptoms or signs 
which are almost diagnostic in themselves. 
Thus the presence of a lower blood pres- 
sure in the leg than in one or both arms in- 
dicates a coarctation or obstruction between 
the origin of one of the subclavian arteries 
and the descending aorta. This is readily 
detected by palpation of the femoral vessels 
and by comparison with the radials. Were 
this procedure a routine part of a physical 
examination, coarctations would be diag- 
nosed more readily and earlier in life. Rib 
notching and other evidences of collateral 
circulation are late signs. 


Anomalous origin of the left coronary ar- 
tery from the pulmonary artery, and dis- 
turbances of rhythm such as paroxysmal 
tachycardia give characteristic electrocar- 
diographic findings and episodic symptoms 
which are similar to analogous conditions in 
the adult and need detain us no longer. 
Anomalies of the aortic arch perhaps should 
not be included here since they are not 
strictly cardiac abnormalities; but, because 
they are correctable by surgery, it should 
be stated that they usually do not cause car- 
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Table 1 
Classification of Congenital Heart Disease 
I. Primarily acyanotic in absence of failure 
A. Without shunts 

1. Vascular anomalies: anomalous aortic 
arches; anomalous origin of coronary ar- 
teries 

2. Obstructions: aortic coarctation; aortic, 
subaortic and mitral stenosis; fibroelas- 
toses, cor triatriatum, pulmonary steno- 
sis, Ebstein’s disease (last three may be 
associated with shunts) 

3. Miscellaneous: Disturbances of rhythm; 
glycogen storage disease; idiopathic hy- 
trophy 

B. With left to right shunts (increased pui- 
monary circulation) 

1. Left ventricular hypertrophy; Patent 
ductus; aortico-pulmonary septal defect 

2. Balanced hypertrophy: Ventricular septal 
defect; early Eisenmenger complex 

3. Right ventricular hypertrophy: atrial sep- 
tal defect; anomalous imsertion of pul- 
monary veins into vena cava or right 
atrium 

Il. Primarily cyanotic 
A. With increased pulmonary circulation: sin- 
gle ventricle; transposition; Bing-Taussig 
syndrome, truncus arteriosus, aplasia of the 
left side of the heart with persistent ductus 
B. With decreased pulmonary circulation 

(right-sided obstruction plus shunt) 

1. Right ventricular hypertrophy 
a. Pulmonary vascular obstruction: 

senmenger complex (late) 

b. Pulmonary valve or infundibular ob- 
struction: Tetralogy of Fallot; pulmon- 
ary stenosis with patent foramen 
ovale or atrial septal defect. 

2. Left ventricular hypertrophy 
a. Tricuspid stenosis or atresia with de- 

fect of atrial septum 

b. Ebstein’s disease (late) 

III. Intrapulmonic shunts 
A. With cyanosis: pulmonary artero-venous fis- 
tula 
B. Without cyanosis:pulmonary artery arising 
from aorta (with or without pulmonary se- 
questration) 


Ei- 


diac symptoms but rather cough, difficulty 
in swallowing, hoarseness, atelectasis, 
chronic pulmonary difficulties, and occasion- 
ally episodes of cyanosis. The presence of 
any of these warrants a radiologic examina- 
tion of the esophagus which may show an- 
omalous indentions. Rarely abnormalities 
of the aortic arch cause upper lobe atelecta- 
sis and do not involve the esophagus, so 
that the condition can be detected only at 
bronchoscopy. 


Acyanotic Conditions 
Without shunts 
Obstructions which do not cause cyanosis 
may occur anywhere along the course of the 
circulation within the heart (IA?). If pres- 
- ent. in the region of the tricuspid valve 
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(pure tricuspid stenosis and malformations 
such as Ebstein’s disease), the obstruction 
produces a decreased pulmonary circulation, 
a large right atrium, and a left axis devia- 
tion. Ebstein’s malformation usually shows, 
in addition, a right bundle branch block and 
intraventricular conduction delay. If the ob- 
struction is in the region of the pulmonary 
valve, marked right ventricular hypertrophy 
results. A characteristic loud, rough, rasp- 
ing systolic murmur in the second left in- 
terspace with a relatively pure second sound 
confirms the diagnosis. Although the over- 
all pulmonary circulation is decreased as 
shown fluoroscopically by quiet peripheral 
lung fields, the main pulmonary artery and 
its primary branches may exhibit pulsa- 
tions because of the phenomenon of post- 
stenotic dilatation. 

Obstructions on the left side of the heart 
may be produced by a partial septum in the 
left atrium (cor triatriatum) or stenosis of 
the mitral valve. In either case the symp- 
toms and signs will be similar to those of 
acquired mitral stenosis, though the left 
atrium may be small in cor triatriatum. It 
is important to remember that these lesions, 
resembling rheumatic heart disease, may be 
congenital and that both are correctable by 
surgery. As in rheumatic mitral obstruction, 
the apical crescendo diastolic murmur, right 
ventricular hypertrophy, and congested lung 
fields are present. 

By contrast, obstructions in the aortic 
valve regions (aortic stenosis, sub-aortic 
stenosis) generally cause enlargement of the 
left ventricle, and are inoperable. The diag- 
nosis is suggested, not only by the electro- 
cardiograms and the characteristics of the 
pulse, but also by the typical, extremely 
harsh, loud and rasping systolic murmur, 
which is heard best at the base to the right 
of the sternum. Endocardial fibroelastosis 
may cause a similar picture when the thick- 
ened endocardium in the left ventricle in- 
terferes with the propulsive mechanism of 
the heart. 

Although the diagnosis of the idiopathic 
hypertrophies, such as glycogen storage dis- 
ease, is extremely difficult to make and is 
usually performed by exclusion alone, these 
are not surgically correctable and usually 
cause death within the first few months of 
life. It should be remembered that myocar- 
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ditis can occur at any age and be confused 
with congenital heart disease. 


Conditions with left-to-right shunt 

The second large group of acyanotic con- 
ditions are those associated with a left-to- 
right shunt (IB). The resultant increased 
pulmonary circulation usually produces loud, 
reduplicated basal second sounds, full and 
active lung vascular markings, and exces- 
sive pulsations of the hilar vessels. 


The exact effects of the shunt depend 
upon its location. Shunts between the aorta 
and pulmonary artery, either through a pa- 
tent ductus arteriosus or an aortico-pulmon- 
ary septal defect characteristically produce 
a continuous whirring or machinery-like 
murmur, since the flow of blood is in one 
direction during all phases of the cardiac 
cycle. The murmurs are heard best in the 
second left interspace in the case of the duc- 
tus, and lower down and more superficially 
in the aortico-pulmonary septal defect. The 
shunted blood passes only through the pul- 
monary artery, lungs, left atrium, left ven- 
tricle and aorta (but not right ventricle), 
thereby causing increased pulmonary vascu- 
lar markings, enlargement of the left 
atrium, and left ventricular hypertrophy. 
These can be detected by x-ray and electro- 
cardiographic examination. Peripheral signs 
suggestive of aortic regurgitation are pro- 
duced by the flow out of the aorta through 
the shunt. When extreme pulmonary hyper- 
tension is present, however, the flow through 
the ductus diminishes so that the peripheral 
signs are less marked and the murmur may 
be atypical. This may progress to reversal 
of the shunt and the production of cyano- 
sis, which, because of the location of the 
ductus, is more marked in the lower ex- 
tremities than in the upper. Atypical signs 
are also seen in infancy, when the diastolic 
component of the machinery-like murmur is 
usually absent. 


Shunts through an interventricular defect 
produce balanced cardiac enlargement, since 
both left and right ventricles share in the 
propulsion of the shunted blood. Frequently 
the electrocardiogram is characteristic in 
demonstrating combined hypertrophy with a 
RsR’ configuration in lead V1 and an up- 
right QRS in V6. The murmur is also char- 
acteristic—a very loud, harsh systolic mur- 
mur heard best just to the left of the lower 
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sternum. In the atrial septal defects and an- 
omalous insertions of the pulmonary veins 
into the right atrium, the shunted blood 
tranverses the right atrium and ventricle 
but not the left ventricle. Right axis devia- 
tion and right ventricular hypertrophy 
therefore result—not infrequently sufiicient 
to produce a precordial bulge. The patients 
are characteristically frail and susceptible 
to respiratory infections. Murmurs are sys- 
tolic, but not diagnostic, since they may be 
absent or quite loud and located from the 
second to fourth interspaces to the left of 
the sternum. Right bundle branch block and 
disturbances of rhythm occur not infre- 
quently. Incidentally, it should be remem- 
bered that conditions which increase mark- 
edly the flow of blood through either atrio- 
ventricular valve may cause a rumbling di- 
astolic (mitral stenotic type) murmur be- 
cause of the turbulence of the excessive 
amount of blood passing through a normal 
valve. It is heard in patent ductus as well 
as atrial septal defects, and disappears 
following closure of the shunt. These mur- 
murs do not necessarily suggest complicat- 
ing lesions such as the Lutembacher syn- 
drome (atrial septal defect with mitral 
stenosis). 


Cyanotic Conditions 

Primarily cyanotic conditions are best 
classified according to whether the pulmon- 
ary circulation is decreased (IIB) or in- 
creased (IIA). In the latter case, the con- 
dition is usually associated with a large 
heart, is serious, and most often is not 
amenable to surgery. Particularly ominous 
is the triad of severe cyanosis, large heart, 
and full pulmonary vascular fields in a very 
young infant. 

When cyanosis is associated with a di- 
minished pulmonary circulation (IIB), how- 
ever, the outlook is better and surgery can 
frequently help. Here the heart characteris- 
tically is small (as in the tetralogy), since 
one portion of the circulation, the pulmon- 
ary, has a small flow. These conditions are 
produced by a block proximal to the lungs 
which causes high pressure in the right side 
of the heart and reverses the direction of 
flow in a shunt, such as an interventricular 
septal defect, which ordinarily flows from 
left to right in the absence of an obstruc- 
tion. Valvular and infundibular stenosis 
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thus causes right ventricular hypertension 
and reverses the flow of blood through atrial 
or ventricular septal defects, causing peri- 
pheral cyanosis. Diagnosis is suggested by 
the right ventricular hypertrophy, pure sec- 
ond sound, diminished pulmonary circulation 
and a boot-shaped heart. This configuration 
is the result of a large right ventricle and 
a small or misplaced pulmonary artery. 
Dyspnoea and increased cyanosis on exer- 
tion, squatting, and attacks of paroxysmal 
dyspnoea and cyanosis are suggestive clini- 
cal features. 

When the obstruction is in the region of 
the tricuspid valve (stenosis or Ebstein’s 
malformation of the tricuspid valve), the 
blood will in part by-pass the right ventricle 
through an atrial septal defect, if one is 
present. This diminishes the work of the 
right ventricle and increases that of the left, 
resulting in left ventricular hypertrophy 
and a small right ventricle. Thus a left axis 
deviation in a cyanotic child is highly sug- 
gestive of a tricuspid stenosis and atrial 
defect. 


Pulmonary Shunts 
Pulmonary shunts (III) have been in- 
cluded, since a pulmonary arteriovenous fis- 
tula allows unsaturated blood to pass un- 
changed through the lung and return to the 
left atrium, producing systemic cyanosis and 
mimicking a congenital cyanotic heart le- 
sion. The diagnosis is suggested by the 
characteristic localized pulmonary vascular 
density in the roentgenogram and is readily 

correctable by pneumonectomy. 


Precautions 


On the opposite side, I would like to warn 
against the easy error of making a diagno- 
sis of congenital heart disease on the basis 
of a functional murmur or a venous hum. 
The latter can accurately mimic the machin- 
ery murmur of a patent ductus, if the pa- 
tient is upright. Listening when the patient 
is supine clarifies the diagnosis, since the 
venous hum diasappears. The frequency of 
functional murmurs is very high—they were 
heard in over 20 per cent of sixth grade 
children on one examination. The humming 
quality, usually parasternal location, and di- 
minution on exercise or sitting up aids in 
the differentiation. More troublesome are 
the murmurs which are heard during the 
early neonatal period. Most of these will 
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disappear before the age of 1 year, but re- 
quire careful periodic examinations. 

The signs and symptoms of congenital 
cardiac disease may be quite atypical in the 
first few months of life. Thus it is well 
known that coarctation may be associated 
with right ventricular hypertrophy in early 
infancy—probably because of the peculiari- 
ties of the fetal circulation. Patent ductus 
may cause only a systolic murmur early in 
life. Obvious cyanosis may be absent dur- 
ing the first six months of life in a patient 
with a typical tetralogy. Many other dif- 
ferences which distort the familiar picture 
of certain anomalies and obscure the diag- 
nosis are noted in early life. Most important 
is the fact that certain operable lesions may 
cayse serious cardiac failure in early life 
and fail to show the usual classic symptoms. 
Such conditions as patent ductus, septal de- 
fects, and coarctation should be considered 
first and eliminated from diagnosis by 
catheterization and angiograms if necessary, 
since surgery may be life-saving. 


Conclusion 


A rational approach to the difficult diag- 
nostic problems presented by congenital 


heart malformations may be made by con- 
sidering the disturbances presented by each 
patient against the background of a classi- 
fication based upon the altered physiology 
resulting from various anomalies. In addi- 
tion, many common malformations present 
charactereristic features which suggest and 
confirm the proper diagnosis. 


Premedical training: This raises the question of 
a specific premedical course or training. I am con- 
vinced that, as laid down at present, not only is it 
not necessary but that it is in part responsible for 
the present disappointing results in medical educa- 
tion. The student is denied broader cultural train- 
ing at the very time when he should be having it. 
He is fitted into the medical mould too soon. Young 
physicians with whom I have discussed this ques- 
tion insist that the place for a broad educational 
programme is in the high school, They say that if 
one waits until the medical course proper to intro- 
duce courses in history or the social sciences, it is 
too late. The grafts will not take. This fact is being 
realized, and authorities are beginning to consider 
for the premedical years a programme of general 
education, well planned and not diluted by too many 
superficial electives, with sufficient instruction in 
science to illustrate the broad principles of the sub- 
ject.—Scarlett, E. P.: Tangibles and Intangibles in 
oa Education, Canad. M.A.J. 73:87 (July 15) 
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THE TEMPORAL 


THE TEMPORAL LOBE 
ROBERT STROBOS, M.D. 
WINSTON-SALEM 


This paper is an attempt to evaluate the 
functions of the temporal lobe in the light 
of much new data obtained in recent years. 
The following order of presentation has been 
selected: (1) anatomy; (2) stimulation ex- 
periments; (3) ablation experiments; (4) 
temporal lobe epilepsy, and (5) a theoreti- 
cal discussion. 


Anatomy 

Several of the special senses are cortically 
represented in or close to the temporal lobe. 
It is well known that the auditory fibers pro- 
ject to the superior temporal gyrus and that 
there is probably vestibular projection in a 
closely adjacent area. The inferior part of 
the optic radiation runs deep in the white 
matter of the temporal lobe on its way to 
the occipital cortex. The sense of taste is 
probably not represented in the temporal 
lobe, but in the cortex at the base of the post- 
central gyrus. 

Until fairly recent years, a large part of 
the temporal lobe was thought to be con- 
cerned mainly with olfactory functions. This 
concept has been attacked from many sides, 
and an excellent review of this subject by 
Brodal"”’ is available. The old concept of the 
so-called “rhinencephalon” has been severely 
criticized, and this view warrants some dis- 
cussion. Anatomic and electrical studies 
have revealed that fibers from the olfactory 
bulbs and tracts project to the uncus, pre- 
pyriform area, and possibly amygdaloid nu- 
clei, but that there is but little projection 
from these areas to the rest of the temporal 
lobe. Only a few fibers have been traced to 
the hippocampus, and then only to its an- 
terior part, which is rudimentary in mam- 
mals. If we also consider that the hippocam- 
pus is sometimes well developed in anosma- 
tic animals and reaches its greatest size in 
man, in whom the sense of smell certainly 
does not seem of great importance, it is 
doubtful that the hippocampus would have 
an olfactory function. 

It must also be stated that bilateral re- 
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moval of the temporal lobes in dogs or mon- 
keys does not impair the sense of smell. 
Therefore, even if the uncus and prepyri- 
form area have a relation to smell, it is at 
most that of an olfactory association area. 

As regards the hippocampus, this struc- 
ture, connected mainly with its fellow on 
the opposite side through the anterior com- 
missure, projects by way of the fornix to 
the hypothalamus, and especially to the me- 
dial mammillary nuclei. From here a tract 
descends into the brain stem, while the 
bundle of Vicq d’Azyr ascends to the an- 
terior nuclei of the thalamus. The anterior 
thalamic nuclei, in turn, project to the cin- 
gulate gyri in a fairly specific area-to-area 
fashion. In the cingulate gyrus, short associ- 
ation fibers run backward, and anatomic 
and physiologic neuronography techniques 
have made it likely that finally these fibers 
project to the entorhinal area and the 
hippocampus. 

Thus there is a suggestion of a closed cir- 
cuit, or possibly a feed-back circuit consist- 
ing of anterior medial surface of the tempo- 
ral lobe: hippocampus—fornix—mammil- 
lary nuclei—bundle of Vicq d’Azyr—an- 
terior thalamic nuclei—cingulate gyrus, and 
then back to the medial surface of the tempo- 
ral lobe and the hippocampus. This circuit 
will be referred to hereafter as the hippo- 
campal projection system. 

The anterior-medial surface of the tempo- 
ral lobe is closely linked up with this system. 
It seems evident that this area has com- 
pletely different connections from those of 
the lateral temporal cortex. As regards the 
latter part, Lashley’s and Clark's conclu- 
sions of their anatomic studies'*) may suf- 
fice. They state that the lateral part of the 
temporal cortex is strongly interconnected 
with the parieto-occipito-temporal border 
area. As a matter of fact, it seems impossible 
to divide this general cortical region into 
separate areas with precise cyto-architec- 
tural boundaries. It would, therefore, seem 
likely that this general area is closely inte- 
grated in its function. 

Too much space would be required to dis- 
cuss adequately all other data regarding cor- 
tico-cortical and subcortical connections of 
the temporal lobe, and we will stop here, 
having explored these two different systems 
which will enable us to understand other 
data more clearly. 
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Stimulation Experiments 

From the anterior and medial aspects of 
the temporal lobe, many autonomic respon- 
ses have been obtained by electrical stimu- 
lation. The respiratory and vasomotor sys- 
tems especially are influenced, one of the 
most consistent effects being transient res- 
piratory slowing or arrest. Changes in pulse 
rate and blood pressure have also been re- 
corded. 

For our present purpose it is most in- 
teresting to observe the results of stimula- 
tion of the uncus in conscious patients. 
This may cause profound alteration of con- 
sciousness. The patient stops responding and 
later on has an amnesia for this period. It 
is important that such changes in conscious- 
ness may occur independently from any al- 
terations in respiration. 


Ablation Experiments 

Data in man are far from definite. Abla- 
tions of part of the temporal lobe have been 
performed in schizophrenic and epileptic 
patients. In the first instance, results have 
been, in general, disappointing. In the sec- 
ond instance, good results have been ob- 
tained as regards reduction in the frequency 
of or abolition of the seizures. However, no 
specific changes in the personality or be- 
havior are described as a result of these 
operations. 


There are more definite reports about 
changes in monkeys which have undergone 
similar operations. Let us first consider 
changes as observed after bilateral ablations 
of the lateral temporal cortex. Here it is in- 
teresting to note that this area seems to be 
closely connected in its functioning with the 
lateral cortex of the occipital and parietal 
lobes. Removal of either lateral-temporal 
cortex alone or lateral-occipital cortex alone 
does not cause any loss of visual discrimina- 
tion. Yet, a combination of these extirpa- 
tions permanently abolishes visual discrimi- 
nation. The recent experiments of Blum, 
Chow and Pribram“) are the most valuable. 
Their conclusion is that the parieto-tempero- 
preoccipital region probably acts as a whole 
in the integration of somatosensory, visual 
and probably other sensory impulses, and 
that impairment of these functions is de- 
pendent upon the amount of cortex removed 
as well as the site of ablation. The lateral 
temporal cortex appears to be especially im- 
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portant as regards sensory integration, and 
whenever deficits followed ablation of parie- 
tal or occipital areas, these specific deficits 
were greatly increased by additional re- 
moval of lateral temporal cortex. The defi- 
cits consist, in general, of impairment of 
visual discrimination, impairment of sens- 
ory appreciation and also of less reaction to 
noise and calls of other monkeys. 

Originally much was made of the complete 
visual, auditory and tactile agnosia that oc- 
curred after bilateral complete temporal 
lobectomy, but according to later studies, 
this is probably due to a combination of 
several factors, especially including damage 
to the optic tracts with its resulting impair- 
ment of visual acuity and visual fields. 

Ablation of the medial or rhinencephalic 
structures of the temporal lobes bilaterally 
caused profound emotional changes charac- 
terized by absence of anger and fear, loss 
of affectivity, diminished sexual interest, 
and loss of maternal instincts. These mon- 
keys were transformed into tame, fearless, 
and asocial creatures. 

This deficient instinctual behavior may be 
explained in different ways. Either there 
must be a loss of instinctual drive, or a loss 
of the ability to express this drive, or one 
must assume that the impact of the situa- 
tion on the animal is not well appreciated 
because of a state of confusion and impair- 
ment of normal awareness. As there is no 
reason to believe that the temporal lobe is 
the seat of instinct or that impairment of 
motor ability is present, one feels inclined 
to accept the last explanation, and there are 
other experiments which seem to lend some 
weight to this hypothesis. Ablations of other 
areas in the hippocampal projection system, 
especially of the cingulate gyri or mammil- 
lary bodies, may give results very similar 
to the ones observed after medial temporal 
lobectomy. Yet, in some instances, some- 
what different results were obtained in 
which the monkeys became stuporous or 
drowsy and sat for hours in the same posi- 
tion, with marked decrease of awareness and 
activity. Some experimenters use the term 
“protracted twilight state” in an attempt to 
describe these animals. As the same area is 
removed, it is likely that these different re- 
sults vary only in degree and not in real 
quality. We may then assume that the per- 
sonality changes as described before are re- 
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ally the result of an impairment of cons- 
ciousness to a less severe degree than the 
twilight state occurring in similar prepa- 
rations. This would suggest that the 
hippocampal projection system is important 
in maintaining alert awareness. 


Temporal Lobe Epilepsy 

Hughlings-Jackson) was the first to 
draw attention to the temporal origin of 
epileptic dreamy states. Since then several 
types of aura have been described, such as 
depersonalization, derealization, deja-vu 
sensations, episodes of confusion with or 
without visual or auditory hallucinations, as 
well as sudden episodes of fear or acute de- 
pression. In addition, there may be olfac- 
tory hallucinations, gastric, vestibular or 
cardiac sensations, and often smacking, 
chewing or other stereotyped repetitive 
movements. 


Of late, additional confirmation for the 
temporal origin of these seizures has been 
obtained with electroencephalographic stud- 
ies, electrical stimulation of the temporal 
lobes in patients with epilepsy, and surgical 
removal of the affected part of the brain. 

How do we explain these auras? Epilep- 
tic discharge has, in general, two effects— 
a positive phase of excitation and a negative 
phase of inactivity. In areas with a complex 
function, the effect is usually only observable 
in its negative aspect, such as inability to 
speak upon stimulation of the areas con- 
cerned with speech. If one considered the 
effects of temporal lobe stimulation as a posi- 
tive response, one might draw the conclu- 
sion that the temporal lobe is concerned 
with many unrelated mechanisms (aggres- 
sion, fear, destructive impulses, memory, 
dreaming, rational behavior, and so forth.) 
It has been suggested that the temporal lobe 
is indeed the site of memory. Yet the elec- 
trically evoked “memories” are almost never 
pure recollections, but have actually the 
quality of dreams in which, of course, many 
elements from the life of the patient are 
recognizable. Also, the results of ablation 
experiments are difficult to explain on the 
basis of this assumption. 


Jasper“) has stressed the negative aspects 
of stimulation and defined temporal lobe 
epileptic phenomena as caused by paralysis 
of rational behavior and memory. It is, how- 
ever, possible to explain the situation in 
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simpler terms. The common denominator of 
the different temporal auras is the reduction 
of awareness, of lowering of the level of 
consciousness without actual loss of cons- 
ciousness. Of course, the content of the aura 
is always different and is apparently of psy- 
chologic nature related to and determined by 
the personality and history of the patient. 
The form is always characterized by cloud- 
ing of consciousness to different degrees. 
This explanation is also in agreement with 
our conclusions on ablation experiments, 
especially if one considers the recent evi- 
dence that in these seizures lesions in the 
medial and inferior parts of the temporal 
lobe are most frequent. 


Theoretical Discussion 


Let us briefly restate some of the previous 
data. The tempero-parieto-occipital associa- 
tion area, between the primary sensory pro- 
jection fields, is mainly concerned with the 
elaboration and integration of incoming im- 
pulses from the outer and inner world. This 
cortical field includes the entire lateral sur- 
face of the temporal lobe and is on the domi- 
nant side interwoven with an area signifi- 
cant for the understanding of language and, 
thus, with the expression of this inner and 
outer orientation into abstract symbols. 


Another anatomic system consists of the 
anterior and medial part of the temporal 
lobe and its connection with the hippocam- 
pal projection system. The data presented 
led to the hypothesis that this system plays 
an important part in the maintenance of 
alert awareness. We saw that stimulation 
of the uncus in man may obscure conscious- 
ness. Ablation of the medial and anterior 
part of the temporal lobes in monkeys caused 
changes in behavior that were most easily 
explained by postulating a clouding of con- 
sciousness. Typical features of temporal 
lobe epilepsy seem to have as a common de- 
nominator impairment of consciousness to 
different degrees. 


Some data available on other parts of the 
hippocampal projection system that seem to 
confirm this hypothesis have already been 
presented. In addition we may mention that 
stimulation of the mammillary bodies pro- 
duces diffuse sympathetic discharge and a 
generalized alerting effect on the whole cor- 
tex. Removal of the mammillary bodies 
cause the opposite effect—that is, drowsi- 
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ness and stupor. The cingulate gyrus is 
closely related to the medial temporal lobe 
as regards the results of stimulation and 
ablation. 

We would then define the temporal lobe 
as being concerned, together with the occi- 
pital and parietal parts of the lateral sur- 
face of the brain, with the orientation in 
the self and in the environment. Addition- 
ally, and in dynamic relation to this, the 
temporal lobe influences and regulates alert- 
ness, awareness, and the state of conscious- 
ness in cooperation with the rest of the 
hippocampal projection system. These con- 
clusions are very similar to those of Her- 
rick’®), who, on the basis of studies in com- 
parative anatomy, considered the so-called 
“rhinencephalon” as a general activating, 
alerting and inhibiting system for all corti- 
cal activity. His theory has lately received 
additional support from Sloan and Jasper’ 
in connection with their experiments on the 
cingulate gyrus. Papez‘*), in his later pub- 
lications, draws almost identical conclusions. 
He considers the rhinencephalon as impor- 
tant for keeping up the waking state. It 
would make the cortex receptive and provide 
a general dynamic background for more spe- 
cific cortical activities. It is related to the 
margin of attention, while specific processes, 
as occurring in the lateral cortex, represent 
the focus of attention. 
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Discussion 

Dr. E. C. Kunkle (Durham): The many and 
mixed pieces of data which have been so clearly 
summarized form a complicated picture. They con- 
cern an area which until recent years was largely, 
as Grey Walter has phrased it, “considered out of 
bounds to respectable physiologists.” One small 
zone, the amygdaloid nucleus lying near the an- 
terior tip of the temporal lobe, has recently been 
analyzed by Dr. Peele in our neuroanatomic lab- 
oratories. His observations in cats, employing both 
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stimulation and ablation by use of the Horsley- 
Clarke apparatus, further extend evidence that 
this nuclear complex serves autonomic functions of 
eating, micturition and defecation, as well as an 
alert attention state. 


We must be cautious, I believe, in considering 
the anatomic localization of “psychomotor” or 
“psychical” seizures. Dr. Strobos will agree, I hope, 
that the current tendency of some to assign a tem- 
poral origin for all such seizures is an unwarranted 
simplification. Studies of the effects of temporal 
lobe excitation, particularly by Penfield and his 
co-workers, and by Gastaut, have been highly pro- 
ductive, but it seems reasonably clear that not all 
psychomotor seizures arise from a temporal focus, 
nor, for that matter, are all temporal lobe dis- 
charges of a psychomotor type. 


The speaker could not, within the limits of his 
time, deal critically with a topic of particular in- 
terest to an audience of neurologists and psychia- 
trists—namely, the issue of the role of temporal 
lobe disease as the cause of a chronic personality 
disorder. This is an increasingly provocative ques- 
tion: Can certain emotional illnesses represent non- 
ictal manifestations of a smouldering discharging 
cerebral lesion? If such be the case, the manifesta- 
tion is of a novel kind: First, it is more complex 
and changing than the stereotyped movement or 
paresthesia evoked by electrical discharge in the 
motor or sensory strip; second, it is more sus- 
tained and less dramatic than a psychomotor 
seizure. Yet it might plausibly be compared to a 
psychomotor seizure drawn out in time, altered in 
quality, and attenuated in degree. 


Evidence concerning this issue is elusive, and 
even the few favorable results of experimental 
ablation of temporal lobe lesions do not give deci- 
sive answers. Kubie has suggested the possibility of 
a more direct attack in selected instances, asking 
that the surgeon seek by electrical stimulation of 
the exposed brain in the conscious subject for areas 
from which specific memories of psychodynamic 
significance might be provoked. Whether the sur- 
geon, armed with this information, could then do 
more for the patient than the psychotherapist with 
his more conventional tools is still the very large 
question. 


The liberal arts and medical training: It is im- 
perative, therefore, that liberal arts subjects and 
in particular the humanities be incorporated into 
the training of a physician, certainly in the earlier 
premedical years, and that the spirit thus fostered 
be carried forward into the undergraduate period. 
Such training does not decrease the student’s pro- 
fessional aptitudes. Rather it provides unity and 
strength in the face of complexity and differences 
of the medical course. Sir William Osler had this 
in mind when he said: 

“The wider and freer a man’s general education, 
the better practitioner he is likely to be ... In no 
profession does culture count for so much as in 
medicine, and no man needs it more than a general 
practitioner, working among all sorts and condi- 
tions of men, many of whom are influenced quite as 
much by his general ability, which they can appre- 
ciate, as by the learning of which they have no 
measure.”—Scarlett, E. P.: Tangibles and Intan- 
gibles in Medical Education, Canad. M.A.J. 73: 86 
(July 15) 1955. 
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AN ANALYSIS OF BACTERIAL SENSI- 
TIVITY TO CERTAIN DRUGS AS 
DETERMINED IN A HOSPITAL 

CLINICAL LABORATORY 


’ ROBERT E. PERRY, JR., M.D. 
DURHAM 


The purpose of the following bacterio- 
logic study was to determine the relative 
effectiveness of various commonly used anti- 
biotics against organisms most frequently 
isolated in a hospital laboratory. 


Methods 

The specimens were taken from urine, 
blood, drainage from wounds, material from 
abscesses, and sputum. They were cultured 
as submitted, without any selection of ma- 
terial for this study. After the organisms 
were isolated, sensitivity tests were carried 
out utilizing pure cultures of the organ- 
isms. A heavy inoculation of the organism 
to be tested was made on the surface of a 
blood agar plate composed of a commercial 
blood agar base with the addition of 5 per 
cent of human blood. Bacto sensitivity disks 
(Difco) were then placed on the surface of 
the plate, spaced widely enough to allow 
for easy interpretation. The plates were in- 
cubated at 37 C. for 24 hours, and then read. 
If there was a zone of no growth of 10 mm. 
or more in diameter, the organism was said 
to be sensitive to that drug. 

The concentrations of the drugs used were 
those most closely approximating the levels 
obtained in the body with the dosage usu- 
ally employed’. Each organism was tested 
against every drug evaluated in the study. 
The following drugs were used: 


Chloramphenicol 30 mcg. 
Dihydrostreptomycin 10 meg. 
Erythromycin 1 meg. 
- Nitrofurantoin 10 mg. 
Oxytetracycline 30 meg. 
Penicillin 1 unit 
Tetracycline HCl 30 mcg. 
Results 


The results of this survey have been sum- 
marized in the accompanying tables. Table 1 
shows the organisms isolated and the num- 
ber of resistant strains found in each group. 
Sensitivity studies were done most fre- 
quently on gram-negative bacilli. This was 
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Table 1 


Organisms Isolated and their Percentage 
of Resistant Strains 


Times No. Resistant Per Cent 


Organisms Isolated to All Drugs Resistant 
Micrococcus py. 62 1 1.6 
Streptococcus py. 33 0 0 
Escherichia coli 50 9 18.0 
Pseudomonas aeru. 45 18 40.0 
Aerobacter aero. 28 1 3.5 
Proteus sp. 27 5 18.5 
Paracolon sp. 16 6 37.4 
Alkaligenes faec. 1 0 0 

TOTAL 262 40 15.2 
Table 2 
Effectiveness of Drugs Tested 
No. Times Effective Per Cent 

Drug in 262 Tests 
Chloramphenicol 175 66.7 
Dihydrostreptomycin 64 24.4 
Erythromycin 65 24.8 
Nitrofurantoin 169 64.5 
Oxytetracycline 106 40.4 
Penicillin 31 11.8 
Tetracycline HCl 72 27.4 


to be expected, since most of the organisms 
were isolated from specimens of urine. Of 
interest was the high percentage of resis- 
tant strains found among the Pseudomonas 
and paracolon groups—40 and 37.4 per cent, 
respectively. Two hundred and sixty-two 
different cultures were tested, 15.2 per cent 
of which were resistant to all drugs. 

Table 2 shows the effectiveness of the 
drugs tested. Of interest here is the rel- 
atively high percentage of effectiveness of 
chloramphenicol and nitrofurantion. Chlo- 
ramphenicol was 66.7 per cent and nitro- 
furantoin 64.5 per cent effective against all 
strains tested. They were 20 to 50 per cent 
more effective than the other drugs. 

Table 3 gives the percentage of effective- 
ness of the various drugs against different 
groups of organisms. Chloramphenicol and 
nitrofurantoin were 27 and 25 per cent more 
effective than the next drug, erythromycin, 
against Micrococcus pyogenes. Chloram- 
phenicol was the most effective drug (96.9 
per cent) against Streptococcus pyogenes. 
followed by nitrofurantoin (93.9 per cent). 
Nitrofurantoin was the most effective drug 
against Proteus sp., with chloramphenicol 
ranking next in effectiveness. Penicillin and 
erythromycin had no effect on the strains 
of Proteus or Escherichia coli in this study. 
Chloramphenicol and nitrofurantoin were 
far more effective against Esch. coli than 
the other drugs. Of the strains of Pseudom- 
enas aeruginosa, the most resistant organ- 
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| 
= 
a = 3 = 
Organism 1* 2+ 1 2 1 2 1 2 1 2 1 2 1 2 
Micrococcus 
py. 68 98.5 |24 388.7} 41 661/]67 600117 27.4129 46.7 
Streptococcus 
Escherichia 
coli 33 «©6660 14 28.0 0 0; 30 ¢00/19 38.0 0 0} 11 22.0 
Pseudomonas 
aeru. 12 26.6 3 6.6 1 2.2 6 133/115 3838.3 0 0 5 1143 
Aerobacter 
aero. 20 71.4 14.2 82.1 4 
Proteus sp. 55.5 25.9 66.6 1 3.7 0 0 2 7.4 
Alealigenes 
faec. 1 100.0 1 100.0 1 100.0 0 0 1 100.0 0 0 0 0 


*Column 1 gives the number of times that the drug was effective against the various strains of that par- 


ticular organism. 
+Column 2 gives the percentage of effectiveness of 


ism in this study, oxytetracycline was effec- 
tive against 33.3 per cent, and chlorampheni- 
cal against 26.6 per cent. Nitrofurantoin 
prevented growth in 82.1 per cent of the 
strains of Aerobacter aerogenes, while chlo- 
ramphenicol was effective against 71.4 per 
cent. This study revealed that nitrofuran- 
toin chloramphenicol, and oxytetracycline 
were the most effective drugs against the 
very resistant paracolon group. Nitrofuran- 
toin was slightly more inhibitory than the 
other two. Since only one culture of Alca- 
ligenes faecalis was isolated, it was not pos- 
sible to evaluate the inhibitory action of 
the various drugs statistically. 


Comment 


The use of the antibiotic disk for the de- 
termination of bacterial sensitivity gives in- 
formation of great value in the selection of 
the antibiotic to be administered to the pa- 
tient, even though the test is not a quanti- 
tative one. As Eisenberg and Wagner‘? 
point out, it is not necessary from a clinical 
point of view that the results of sensitivity 
tests be quantitative. Broom, Martineau, and 
Young) found that the disk method was 
most useful in the selection of the proper 
antibiotic to be used and in establishing the 
prognosis of the patient when resistant bac- 
teria were present, Weil and Harris 


the drug on total trials for each particular organism. 


found no instance in which clinical experi- 
ence was in contradiction to the results of 
disk sensitivity tests. 


Chloramphenicol and Nitrofurantoin 


In the present study, chloramphenicol and 
nitrofurantoin were found to be the most 
effective drugs, proving 26 and 24 per cent 
more effective against all organisms than 
the next drug, oxytetracycline. Chloramphen- 
icol and nitrofurantoin were effective in a 
considerably higher percentage of instances 
against the usual gram-positive cocci and 
gram-negative organisms than was any 
other drug. This means that chloramphen- 
icol and nitrofurantoin are the drugs that 
are most likely to be effective in bacterial 
infections where sensitivity studies cannot 
be done. 


Chloramphenicol was likewise shown to 
be the most effective drug by a study pre- 
viously reported by Weil and Harris‘. 
Their data also indicated that chloramphen- 
icol was the drug of choice when sensitivity 
studies were not available. An argument 
against its use has been the toxic effect 
of the drug in producing blood dyscrasias. 
Lewis and his co-workers"), however, found 
no overwhelming evidence to incriminate 
chloramphenicol in their recent survey of 
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539 cases of blood dyscrasias. Chloramphen- 
icol was used alone in only 55 of the 539 
cases. One hundred and forty-three patients 
had received chloramphenicol along with 
other drugs—namely, antibiotics, analgesics, 
antipyretics, sulfonamides, arsenicals, and 
barbiturates—and 341 patients had not re- 
ceived any chloramphenicol. It is conceivable 
that the 198 patients in whom dyscrasias 
developed with chloramphenico! alone or in 
combination with other drugs might well 
have had these disorders if chloramphenicol 
had never been administered. Altemeier and 
his co-workers have used chloramphenicol 
on the surgical service of the University of 
Cincinnati during the past four years with- 
out the development of a single case of blood 
dyscrasia“. 

When one considers the large number of 
individuals who have received chloramphen- 
icol and the comparatively few who have 
manifested these dyscrasias, the danger does 
not seem sufficient to discontinue the use of 
this most effective antibiotic. Of course, the 
blood picture of the patient receiving chlo- 
ramphenicol should be followed very closely. 
The drug should not be administered re- 
peatedly or for prolonged periods, but it 
should be given in adequate dosage and dis- 
continued as soon as the fever has been 
normal for 48 hours. 

A factor which may have influenced the 
relatively high degree of effectiveness of 
chloramphenicol is its limited use in the 
past three or four years. This probably has 
retarded the development of resistant 
strains of organisms. 

Nitrofurantoin is effective only in genito- 
urinary tract infections’®). The drug’s high 
degree of effectiveness against bacteria re- 
sponsible for urinary tract infections is 
brought out by this study. No detectable 
blood levels are obtained from the usual 
oral dosage, and the drug must be admin- 
istered every four to six hours to maintain 
an effective level of concentration in the 
urine. 

Suggestions for Use 

The information from this study gives us 
a rational approach to the treatment of bac- 
terial infections. Whenever possible one 
should obtain a culture of the infecting 
agent and perform sensitivity studies. One 
can then use the antibiotic that is found 
to be most effective against that particular 
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organism. There are times, however, when 
one cannot obtain sensitivity studies readily 
and a delay in treatment might prove dis- 
astrous. In such circumstances one should 
obtain material for culture and immediately 
administer chloramphenicol for a systemic 
infection or nitrofurantoin for a genito- 
urinary tract infection. If the subsequent 
Sensitivity test indicates a more effective 
drug than these, the chloramphenicol or ni- 
trofurantoin therapy could be terminated 
and replaced by the better drug. 
Summary 

An analysis of the sensitivity of bacteria 
to various drugs as tested by the disk method 
in a hospital laboratory has’ been made. The 
organisms tested were those most frequently 
obtained in routine cultures of urine, wounds, 
blood, abscesses, and sputum. Pseudomonas 
aeruginosa and Paracolon sp. were the most 
resistant groups of organisms. Their per- 
centage of resistant strains was 40 to 37.4 
per cent respectively. 

The relative effectiveness of the various 
drugs used was determined, and chloram- 
phenicol and nitrofurantoin were proved to 
be the most effective drugs in this study. 
Their use as the drugs of choice when bac- 
terial sensitivity studies are not available 
was recommended. 
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Antibiotics: The desire of the physician to do 
everything possible and “not to miss a trick” has 
also led to the persistent use of agents in infections 
or conditions in which they are known to lack effi- 
cacy, such as viral, fungal, or parasitic diseases, 
and in fevers of undetermined aetiology, when an 
infectious agent cannot be readily determined or 
excluded. The fact that most of these patients re- 
cover in the course of such therapy seems to be 
accepted as adequate justification for continuing 
this practice.—Finland, M.: Clinical Uses of Cur- 
rently Available Antibiotics, Brit. M.J. 2:1115 (Nov. 
21) 1953. 
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PRURITUS VULVAE 


Roy T. PARKER, M.D. 
CLAuUDIUS P. JONES, M.D. 
and 
WALTER L. THOMAS, M.D. 
DURHAM 


Pruritus vulvae is a symptom and not a 
diagnosis. The word “pruritus” is derived 
from the Latin prurire—to itch. The cause 
for this distressing symptom is often ob- 
secure, difficult to diagnose, and presents a 
real clinical problem in management. Jeff- 
coate’) reports that it is a complaint in 10 
per cent of all patients seen in a private gyne- 
cologic practice. All practitioners of medi- 
cine dealing with women patients encounter 
this problem sooner or later and frequently 
in the same patient sooner than later. 

The neural mechanisms for the perception 
of itching are poorly understood. According 
to Bickford), Zotterman™?), Rothman‘ 
and others, itching impulses travel the so- 
matic pain fibers. Itching in this instance 
would represent a subpain response and 
would mediate through the lateral spino- 
thalamic tracts. This would explain the 
known absence of itching in patients who 
have had a chordotomy for other reasons. It 
does not explain, however, the central ini- 
tiation of itching and the desire to scratch 
observed by all of us when seeing someone 
else scratching or even when thinking about 
the subject. The psychiatrists point out that 
the central mediation of anger, resentment, 
and eroticism may be exhibited in certain 
areas of the skin like the vulva. The persis- 
tence of this stimulus would lead to scratch- 
ing, trauma, and visible damage to the tis- 
sue, thus setting up a vicious cycle. The in- 
dividual response and the choice of this lo- 
cation is allied intimately with the patient’s 
intrapsychic problem. This leads to the com- 
plexity of the itch-scratch reflex. The pro- 
cess is vague, to say the least, and yet as 
clinicians we must be impressed with its 
importance in order to treat substantially 
any patient presenting a chief complaint of 
pruritus vulvae. 


Read before the Second General Session, Medical Society 
of the State of North Carolina, May 4, 1955. 

From the Department of Obstetrics and Gynecology, Duke 
Gatvestiy School of Medicine, Duke Hospital, Durham, North 
Sarolina. 
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Etiology 


The etiology of pruritus vulvae can be di- 
vided into two categories: first, local or 
genital tract causes; and second, general 
causes not specific to the vulva. Under geni- 
tal tract causes are included: (1) trichom- 
onas vulvovaginitis, (2) mycotic vulvovag- 
initis, (3) nonspecific bacterial vulvovagin- 
itis, (4) senile vulvovaginitis, (5) atrophic 
and lichenified hypertrophic vulvitis, (6) 
leukoplakia of the vulva, and (7) carcin- 
oma of the vulva. General causes not specific 
to the vulva include: (1) diabetes mellitus, 
with or without associated mycotic infec- 
tion; (2) drug sensitivity and allergy; (3) 
chemical irritants; (4) skin diseases—her- 
pes, intertrigo, lichen planus, psoriasis, 
urticaria, and others; (5) vitamin deficien- 
cies, especially vitamin A and B complex; 
(6) animal parasites such as pediculosis and 
scabies; (7) other systemic diseases such as 
anemia, leukemia, hepatitis, and tuberculo- 
sis; and (8) neurogenic dermatitis. 

A more practical application of this etio- 
logic classification is to break it down into 
age groups. The causes of pruritus vulvae 
according to age groups are divided into 
the following: I. Premenarchial; II. Men- 
strual; III. Postclimacteric. The subdivi- 
sions of this classification are seen in the 
following outline: 

Premenarchial 

1. Non-specific bacterial vulvovaginitis 
(uncleanliness) 

2. Foreign body in vagina 

8. Gonorrheal vaginitis 

4. Vaginorrhea-hyperestrinism (normal 
muco-epithelial) 

5. Pinworm (oxyuris vermicularis) 

6. Masturbation with vulvovaginitis 

II. Menstrual 

1. Trichomonas vulvovaginitis 

2. Mycotic vulvovaginitis 

3. Non-specific bacterial vulvovaginitis 

4, Diabetic vulvovaginitis 

5. Chemical irritants or allergic vulvitis 

6. Neurogenic dermatitis of vulva 

7. Carcinoma of .vulva 

8. Skin diseases—herpes, 
planus, psoriasis, etc. 

9. Animal parasites—pediculosis and 
scabies 


10. Other systemic diseases—vitamin defi- 
ciencies, anemia, leukemia, etc. 


III Postclimacteric 

. Senile vulvovaginitis 

. Atrophic and lichenified hypertrophic 
vulvitis 

: Leukoplakia of vulva 

. Carcinoma of vulva 

. Diabetes mellitus 

. Vitamin deficiencies, A B complex 

. Drug sensitivity and allergy 


intertrigo, lichen 
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8. Other generalized skin diseases 
9. Other generalized systemic diseases 
10. Neurodermatitis 


Diagnosis 
In the diagnosis of pruritus vulvae the 
patient in these separate age groups must 
be subjected to a meticulous history, care- 
ful examination, and selected laboratory 
studies. 


History 

In eliciting the history it must be determ- 
ined if pruritus is the chief symptom or if 
the patient is bothered more by burning, 
pain, swelling, or other frequent concom- 
itants. The site of the itching is important, 
as the patient commonly refers to the “pri- 
vates” as the area that extends from the 
mons veneris to beyond the anus. Itching 
in the region of the mons veneris may be 
due to a generalized dermatitis or to para- 
sitic diseases such as scabies and pediculo- 
sis, whereas itching in the labia minora is 
rarely due to these causes. The duration of 
the pruritus is significant, particularly in 
chronic diseases, such as leukoplakia and 
neurodermatitis. The presence of leukor- 
rhea, its type, quantity, color, and relation 
to menses, is especially helpful in the tricho- 
monad and mycotic infections. Pruritus as- 
sociated with a bleeding lesion of the vulvae 
is tantamount to carcinoma until proven 
otherwise. 

A careful allergic or dermatologic history 
may in itself be diagnostic. The important 
features of the history are, then, the inten- 
sity of the pruritus, the site, duration, re- 
lationship to menses, associated leukorrhea, 
bleeding, and finally, allergic or dermatolo- 
gic history. 


Examination 

The examination should include a careful 
survey for skin lesions elsewhere. The pres- 
ence of inguinal adenopathy and its rela- 
tionship to infection and carcinoma is ob- 
vious because of the rich direct lymphatic 
communications between the vulva and the 
inguinal and regional pelvic lymph nodes. 
In examining the local lesion, the physician 
is interested primarily in the type and char- 
acter of the lesion, whether it appears to 
be an acute or chronic infection, in a new 
growth, in the presence of trauma or scratch 
marks, and in the presence of fissuring or 
ulceration. The examiner must search care- 
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fully for associated signs of infection or 
neoplasia around the anus, Bartholin’s 
glands, urethra, vagina, and cervix. 

We have seen a patient in our clinic re- 
cently with intractable pruritus vulvae as 
the chief complaint. There were multiple 
discrete, maculo-papular bluish lesions . of 
the vulva and crural regions which did not 
appear diagnostic of any disease of the vulva 
or genital tract. On rectal examination an 
indurated cauliflower lesion was noted very 
near the anus. A histologic examination re- 
vealed this vulvar process to be an extensive 
cutaneous lymphatic spread of adenocarcin- 
oma from the anal region. 


Laboratory tests 

Selected laboratory tests are mandatory 
in establishing the diagnosis of some vulvar 
diseases. A complete blood count is desir- 
able, with special reference to blood dyscra- 
sias or anemia, which may be a primary or 
contributing factor in pruritus. A complete 
urinalysis is necessary with reference to di- 
abetic vulvovaginitis. Hanging drop prepa- 
rations of fresh vaginal secretions in saline 
and immediate examination under the mi- 
croscope require only a few minutes and are 
diagnostic for trichomoniasis and mycotic 
vulvovaginitis for practical purposes, Vul- 
vovaginal cultures are valuable adjuncts in 
diagnosis of nonspecific bacterial infections, 
yeast, and mixed infections. Exfoliative 
genital cytologic studies (Papanicolaou) of 
the vulva, vagina, and cervix have been very 
helpful in the initial examination and fol- 
low-up of senile vaginitis, atrophic and hy- 
pertrophic lichenified vulvitis, leukoplakia, 
and carcinoma of the vulva“). Biopsy of the 
vulva and careful microscopic examination 
are mandatory in all raised, whitish, indu- 
rated, or ulcerated lesions. Blood chemistry 
studies, with special reference to blood 
sugar, glucose tolerance, nonprotein nitro- 
gen and vitamin A determination, are im- 
portant in detecting the less obvious under- 
lying causes. Venereal disease studies must 
not be overlooked if there is any ques- 
tion of syphilis, granuloma inguinale, 
lymphopathia venereum, and the other hy- 
pertrophic ulcerative lesions of the vulva. 

These significant features of the history, 
examination and laboratory are now applied 
to some of the more common causes of 
pruritus vulvae in the respective age group 
etiologic classification. 
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Premenarchial Age Group 


Vulvovaginitis 

Gonorrheal vulvovaginitis: Schauffler 
states that it is difficult to determine the 
source of vaginal infection in immature fe- 
males, although there is no doubt that the 
most frequent source is cross-infection from 
other little girls, as exemplified in institu- 
tional “epidemics,” or from infected atten- 
dants or parents. The symptoms are usually 
acute and described by the child or parent as 
discharge, irritation, pruritus, and dysuria. 
The clinical findings are a rather intense 
vulvovaginitis, with purulent discharge, ten- 
derness, and pain on examination. The diag- 
nosis is suspected by smear from the vagina 
and urethra, and confirmed by cultures. 

As a word of caution, it should be men- 
tioned that other gram-negative organisms 
as Neisseria catarrhalis or anaerobic Neis- 
seriae are frequently confused and the child 
and family are incorrectly stigmatized with 
the diagnosis, gonorrheal vulvovaginitis. 
The treatment of choice is penicillin therapy 
and local cleansing of the vulvovaginal re- 
gion with warm Sitz baths. Schauffler‘ 
warns that medico-legal aspects are con- 
cerned in the diagnosis of gonorrheal vulvo- 
vaginitis in infants and little girls. In court, 
culture diagnosis is accepted as the only 
satisfactory evidence. The routine use of cul- 
ture diagnosis has therefore become impera- 
tive. 

In the nonspecific bacterial vulvovaginitis 
the same diagnostic routine must be insti- 
tuted as for gonorrheal vulvovaginitis. The 
diagnosis of a nonspecific infection is made 
only by exclusion. The organisms are pre- 
dominantly of the nonsporulating anaerobic 
group. The treatment is primarily cleanli- 
ness, defocusing of attention, and reasur- 
ance of the parents. Intravaginal antibiotic 
and estrogenic therapy have been used with 
varying degrees of success. 


Foreign body 

The presence of a foreign body in the va- 
gina of a child is mistaken frequently for 
a primary vaginal infection, and the diag- 
nosis is delayed. The incidence is given usu- 
ally as less than 1 per cent of all children 
treated for vulvovaginitis, Nevertheless, the 
possibility should not be overlooked, as, in 
our experience, the incidence is higher than 
1 per cent and there will be no measure of a 
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cure until the foreign body is removed. The 
history and findings are itching, irritation, 
and frequently the presence of a_blood- 
tinged vaginal discharge. A history of sus- 
pected masturbation is helpful, as the in- 
sertion of foreign bodies often occurs in this 
manner. The child becomes uncooperative 
after being traumatized by repeated ex- 
aminations by one doctor and another be- 
fore the diagnosis is finally established. 

The diagnosis can be made easily by a 
combined rectovaginal examination with a 
probe in the vagina. If the foreign body is 
metallic, the metallic tinkle of the probe 
coming in contact with the object is easily 
discernible. AP and lateral roentgenograms 
for the detection of radioopaque objects 
must be done. Vaginoscopic examination 
with an otoscope, or more successfully with 
a Kelly cystoscope, can be done easily and 
usually provides the only conclusive proof 
that a foreign body is or is not present. The 
treatment consists of removing the foreign 
body, taking care to protect the vagina and 
rectum, as not infrequently the object will 
be sharp, such as an opened safety pin or 
hair pin. If the child has been badly trau- 
matized previously, as is usually the case, 
anesthesia for the vaginoscopic and removal 
of the foreign body is not only desirable but 
imperative. 


Vaginorrhea 

Vaginorrhea due to hyperestrinism is not 
an unusual finding in prepubescent children. 
The symptoms are minimal, and may consist 
of nothing more than slight itching, irri- 
tation and discharge of a clear or yellowish 
material on the clothes. The parents are 
nearly always more impressed than the 
child. Examination will disclose evidence of 
prepubescent somatic and sexual growth. 
The discharge is a muco-epithelial serum, 
with normally desquamated vaginal cells. 
Bacteria and pus cells are scarce. Again, 
specific infection and foreign body must be 
ruled out. The treatment is directed pri- 
marily towards reassuring the parents that 
this finding is normal, thereby mediating a 
more healthy attitude in the child. Cleanli- 
ness for the prevention of secondary infec- 
tion is advised. 


Menstrual Age Group 
The most common causes of pruritus vul- 
vae during the childbearing age are: tricho- 
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moniasis vulvovaginitis, mycotic vulvovagin- 
itis, nonspecific bacterial vulvovaginitis, di- 
abetic vulvovaginitis, and neurogenic derm- 
atitis. 
Trichomonas vulvovaginitis 

Trichomoniasis is the foremost cause of 
pruritus vulvae in the childbearing age 
group. In a study of 254 patients who pre- 
sented with symptoms of itching of the 
vulva, Jeffcoate’') found trichomoniasis to 
be the cause in 100 patients. Various authors 
have reported the presence of trichomonad 
protozoa in the vagina of approximately 25 
per cent of all obstetric and gynecologic pa- 
tients examined. 


The chief symptom is increased vaginal 
discharge with associated irritation, burn- 
ing on urination, pruritus, dyspareunia, and 
soreness. The symptoms are accentuated 
around the menses, owing to the alkalinity 
of the menstrual blood and an increased 
number of organisms. The itching and irri- 
tation is usually limited to the labia, clitoris, 
and vestibule. Examination reveals a thin, 
frothy or bubbly, greenish-yellow discharge 
with very little mucus. There is hyperemia 
and frequently edema of the vulva, vagina, 
and cervix. The posterior vaginal fornix 
often shows granular hemorrhagic stip- 
pling, strawberry-like in appearance, which 
is almost pathognomonic for trichomoniasis. 


The diagnosis is easily established by the 
hanging drop or fresh preparation tech- 
nique. A few drops of the discharge from 
the vaginal pool are mixed with a small 
amount of saline, and placed on a clean 
slide, and examined immediately for the 
presence of motile protozoa. The vaginal 
smear is Type II or III, with no Déderiein’s 
bacillus present. The pH is high. Culture for 
bacteria or trichomonads may be helpful. 
The bacteria present are usually nonsporu- 
lating anaerobes. If a positive diagnosis can- 
not be established because of recent douches 
or previous examinations, treatment should 
be deferred and the patient re-examined 
when the symptoms are intensified. 


No form of treatment of trichomoniasis 
is completely effective in all patients, but 
many methods may be employed to give good 
immediate results. The most effective meth- 
od in our clinic has been the use of acid 
douches, employing a solution of 12 to 60 
ec. of U.S.P. lactic acid to 2,000 cc. of warm 
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water. This douche should be used twice 
daily, continued through the menstrual 


period under low pressure, and gradually 
diminished as the symptoms subside. Other 
methods of lowering the pH, such as acid 
jellies, and beta-lactose powder or vaginal 
suppositories, may be equally effective. Spe- 
cific chemical therapy will also give good 
results. The same can be said for antibiotic 
vaginal tablets. All these methods will rid 
the vagina of trichomonads temporarily, but 
the infection will recur almost invariably un- 
less the acidity of the vagina is restored and 
a healthy growth of the bacillus of Déderlein 
is established. The clearing up of secondary 
cervical infection is helpful. Any form of 
thrapy must be maintained through the men- 
strual period in order to be effective. 


Mycotic vulvovaginitis 


Mycotic vulvovaginitis is the second most 
common cause of pruritus vulvae during the 
childbearing age and the most common cause 
during pregnancy. Carter and Jones‘) ob- 
tained positive cultures for yeastlike fungi 
in 14 per cent of 100 gynecologic patients 
and 32 per cent of 114 pregnant patients. 
Symptoms do not occur necessarily in this 
same frequency. The fungi of the genus 
Candida are the only symptom-producers, 
for all practical purposes'*’. The primary 
symptom of mycotic vulvovaginitis is itch- 
ing of the vulva. There is associated irrita- 
tion, increased discharge, dysuria, edema of 
the vulva, and painful intercourse. In con- 
trast to trichomoniasis, the symptoms are 
partially relieved during the menses. 


The clinical findings vary from an essen- 
tially normal appearance to that of a 
cheesy flaky, white vaginal discharge, with 
intense hyperemia and edema of the vulva 
and the vaginal walls. The vaginitis is usu- 
ally granular in type, and the irritation of 
the vulva may be extreme to the point of 
ulceration. The diagnosis can be obtained in 
the clinically obvious patients by direct mic- 
roscopic examination of the vaginal dis- 
charge. Some of the flakes of the cheesy ma- 
terial are collected on a cotton swab, mac- 
erated on a glass slide, and floated in normal 
saline. The long thread-like segmented fibers 
or mycelia are easily recognized. For confir- 
mation in the obvious patient and for diag- 
nosis in the less obvious, the yeast may be 
cultured on Sabouraud’s medium at room 
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temperature. Gentian violet, silver picrate, 
iodine and many other such preparations 
have been employed in treatment. The most 
simple and most effective treatment, in our 
experience, has been calcium and sodium 
propionate vaginal jelly (Wyeth:Propion 
Gel). The vagina is carefully cleansed with 
a copious douche of plain warm water be- 
fore treatment is started. Warm sitz baths 
are helpful in relieving the acute vulvitis. 
The patient is told to insert one applicator of 
the jelly twice each day until two full tubes 
have been used. Douches are discontinued 
during Propion Gell therapy and _ perineal 
pads are to be avoided. At the end of one 
course of therapy (two tubes), cultures are 
repeated and a second course given if indi- 
cated. In the pregnant patient, a cure is 
rarely effected and Propion Gel is used for 
symptomatic relief as necessary even in the 
last trimester. The meticulous details for 
Propion Gel therapy must be followed for 
effective results. 


Diabetic vulvovaginitis 
Diabetic vulvovaginitis is usually of my- 
cotic origin and the diagnosis and treatment 


are the same as for mycotic vulvovaginitis. 
Unregulated diabetes is commonly compli- 
cated by severe vulvovaginitis, as the yeast 
organism thrives in a free supply of carbo- 
hydrates. In the non-mycotic variety, the 
symptoms are severe pruritus and _ irrita- 
tion. Diabetes is not infrequently diagnosed 
secondary to the pruritus vulvae for which 
the patient consulted the physician. On 
examination the vulva is found to be edem- 
atous, a glistening purple-white in color, and 
often has an associated intertrigo. The di- 
agnosis is established by the presence of gly- 
cosuria and an elevated fasting or postpran- 
dial blood sugar. If there is any doubt, a 
glucose tolerance test should be done. Fun- 
gus cultures are taken. 

The treatment, as in the mycotic variety, 
consists of better control of the diabetes, 
vitamin supplement (A and B complex), a 
regimen directed toward a clean and dry 
vulva, and avoidance of chemical and local 
irritants. 


Neurogenic vulvovaginitis 

Neurogenic dermatitis of the vulvae is 
one of the most distressing and intractable 
causes of pruritus vulvae. As previouly 
noted, all prolonged itching of the vulva is 
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complicated by the psychic component of the 
itch-scratch reflex. Neurodermatitis of the 
vulva, on the other hand, is a fairly definite 
disease entity. Frequently it is not difficult 
to recognize, but should not be hastily diag- 
nosed. The symptoms are severe itching, 
usually of long duration and often specific- 
ally localized. Primary infection, discharge, 
and other local causes are usually no longer 
discernible as such. Associated psychogenic 
disturbances such as marital maladjust- 
ment, worry over venereal disease, cancer- 
phobia, masturbation, and the desire to 
avoid coitus can be brought out by close 
questioning. The response to all forms of 
therapy is commonly short-lived. Notori- 
ously, the patient gives a history of going 
from one doctor to another. 


Neurodermatitis of the vulva may be pres- 
ent in any age group but is more prevalent 
during the childbearing period. The lesions 
are either labium majus or the pericli- 
toridal regions. Associated scratch marks 
are usually seen. The diagnosis is made by 
the characteristic appearance and location 
of the lesion, by other psychoneurotic per- 
sonality traits, and by careful ruling out of 
all other causes. Hospitalization should be 
a part of the initial treatment of the patient. 
Diligent studies for diagnosis and reassur- 
ance should be instituted. Local symptomatic 
measures are helpful. Prolonged psychother- 
apy is the only effective management. 


Postclimacteric Age Group 
Senile vulvovaginitis 


Senile vulvovaginitis is one of the most 
common and yet least distressing causes of 
itching in postmenopausal women. Itching 
and irritation are minimal. Dyspareunia is 
of the dry type. There is no leukorrhea. 

The clinical findings are those of atrophy 
of the vulva and vaginal mucous membranes. 
There are frequent submucosal hemorrhagic 
areas that vary in color from red to muddy 
brown. Fissuring associated with trauma of 
coitus or scratching is not uncommon. The 
diagnosis is established by the absence of 
specific infection, absence of hypertrophic 
or leukoplakic areas, and by the helpful ad- 
junct of Papanicolaou genitai cytologic 
smears. Treatment by estrogenic vaginal 
cream applied nightly intravaginally for 
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two or three weeks and followed by twice 
weekly applications is usually sufficient. The 
same estrogenic vaginal cream serves as a 
helpful and satisfactory sexual lubricant to 
combat the “dryness.” Plain water or 
slightly acid douches may be beneficial. The 
problem is primarily that of local estrogenic 
deficiency and can be relieved satisfactorily 
by local estrogenic therapy. Oral and intra- 
muscular estrogens are not necessary, and 
are to be condemned, as they may lead to 
postmenopausal estrogenic withdrawal bleed- 
ing, whereas the local cream will not produce 
this complication. 


Atrophic and hypertrophic vulvitis 


This type of vulvitis usually occurs in the 
postclimacteric patient and is rarely seen 
during the menstrual age. Kraurosis or 
shrinkage takes place as a result of estrogen 
deprivation. Any trauma such as persistent 
moisture from stress urinary incontinence, 
prolapsus uteri, coital abrasion, uncleanliness 
from fecal contamination and, most impor- 
tant of all, scratching may lead to local hy- 
perkeratosis and lichenification. The chief 
symptom is severe pruritus, which is not in- 
frequently peri-anal as well as vulvar. Irri- 
tation and “burning” occur with scratching. 
There may be slight bleeding, but only with 
trauma. Dyspareunia is of the dryness and 
contraction type. Leukorrhea is minimal un- 
less there is associated secondary infection. 


' The local findings are those of atrophy and 


shrinkage in some areas with hypertrophy, 
induration and lichenification in other areas. 
Fissuring and ulceration are common. The 
process may extend into the perineal and 
peri-anal regions. The whitish discoloration 
of the lichenification is frequently confused 
with leukoplakia. 


The diagnostic differentiation from leuko- 
plakic vulvitis is made by Papanicolaou gen- 
ital cytologic studies and biopsy in multiple 
local sites. The diagnosis is further con- 
firmed by response to treatment, as this 
process is reversible. The treatment consists 
of local symptomatic measures, drying regi- 
men and in some patients estrogenic vaginal 
cream. Vitamin A has been used with vari- 
able success. The most important single fea- 
ture in treatment is the general care and 
protection rendered to this “crippled” vul- 
var tissue and in turn the breaking of the 
itch-scratch reflex, The details of this type 
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of management are covered under general 
measures in treatment. 


Leukoplakic vulvitis 

Leukoplakic vulvitis is similar to atrophic 
and hypertrophic lichenified vulvitis in its 
appearance and location. Miller‘) has aptly 
stated that the etiology of this troublesome 
lesion is unknown, its clinical course ob- 


scure, the histologic picture controversial, 
and a satisfactory treatment wanting. There 
is great confusion among writers on this 
subject as to what this disease entity should 
be called. Taussig"®), following the concept 
of a similar lesion in the mouth described 
by Schwimmer in 1877, adopted the term 
leukoplakia and described a hypertrophic 
and atrophic stage of the disease. The hy- 
pertrophic stage is characterized by an over- 
growth and keratinization of the epithelial 
layer, hypertrophy of the papillae, and 
chronic inflammation and edema of the con- 
nective tissue, with almost complete absence 
of elastic tissue in the subepithelial layer 
In the atrophic stage the epithelial layer is 
thin, though kerainization may still be pro- 
nounced, and there is a pale collagenous layer 
beneath the epithelium (Novak) ‘''’. Despite 
the existing confusion concerning the clini- 
eal and histologic picture of leukoplakia, 
there is general agreement regarding its 
definite predisposition to carcinoma of the 
vulva. In the reported patients with carcin- 
oma of the vulva, more than 50 per cent 
of the malignancies have been preceded by 
leukoplakia of the vulva. 


Leokoplakia of the vulva is most com- 
monly found in the postmenopausal age 
group, is not infrequently seen in the child 
bearing age, and has been described in preg- 
nancy. The symptoms are those of obstinate 
pruritus, irritation, edema, and bleeding on 
trauma. The skin is thin, atrophic, tense, 
and reddish-white in color in some regions 
and indurated, with thickened hypertrophic 
whitish-plaques, in other areas. Fissuring 
and ulceration are common. The process may 
be localized in the labia minora or clitoridal 
region, but is frequently extensive involving 
the peri-anal tissues. The diagnosis is estab- 
lished by Papanicolaou genital! cytologic 
studies and biopsy in multiple sites. All 
raised, whitish, indurated or ulcerated le- 
sions should be biopsied and carefully 
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studied in multiple cross-sections for in- 
vasive carcinoma. 


Leukoplakia is resistant to treatment and 
is considered by some as an irreversible pro- 
cess. The treatment is varied and largely 
empirical. Our best results have been ob- 
tained with the general measures listed be- 
low. Hyams‘) reported enthusiastic results 
with vitamin A therapy in 1947. Time and 
trial have discredited the effectiveness of 
this treatment in every patient. Estrogenic 
vaginal cream is helpful in some patients. 
Alcohol injected, as fostered by Wilson, 
has not only proved to be unsatisfactory but 
is dangerous because of the local slough that 
may occur. Anesthetic ointments and anti- 
histaminic preparations give only temporary 
relief and should not be used for prolonged 
periods because of the likelihood of sensiti- 
zation. As a temporary expedient Quotane 
(Smith, Kline and French) and Tronothane 
lotion (Abbott) have proved most beneficial, 
and are less likely to sensitize the patient. 
Because of the definite predisposition of leu- 
koplakia to carcinoma of the vulva, simple 
vulvectomy is advocated by many authori- 
ties. The incidence of recurrence of leuko- 
plakia in the transplanted skin varies from 
25 to 50 per cent in most reported series. 
For this reason and because of the frequent 
scarring and distortion that follow, vulvec- 
tomy is not justifiable in all patients. We re- 
sort to simple vulvectomy in selected pa- 
tients who have proved unresponsive to all 
other forms of therapy and show a progres- 
sion of the disease process, and in some pa- 
tients where Papanicolaou cancer smears or 
multiple biopsies have indicated the need 
for extensive microscopic study of the re- 
maining vulvar tissue. 


In general, the treatment of leukoplakic 
‘vulvitis is unsatisfactory. Malignancy must 
be ruled out. The patient must be fol- 
lowed carefully at six-month intervals or 
more often if ulceration and fissuring occur. 
If the patients are taught to adhere strictly 
to the general measures for care of the 
vulva, they will usually improve and develop 
a surprising tolerance. 


Carcinoma of the vulva 


A discussion of carcinoma of the vulva is 
not within the scope of this presentation, 
and yet it is important as the fourth most 
common form of genital tract malignancy. 
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Its insidious onset must be emphasized. The 
symptoms are usually the same as those of 
leukoplakic vulvitis and will be described 
by the patient as burning, itching, and the 
development of a “slow-growing sore on the 
privates.” Bleeding from a vulvar lesion is 
tantamount to cancer until proven other- 
wise. The early lesions are inconspicuous in 
their appearance and all indurated, ulcerated 
nodules should be biopsied immediately. The 
labia minora, clitoris, and vestibule are the 
most common sites. 


Bartholin gland carcinoma is rare but 
should be kept in mind. Inguinal adenopathy 
is frequent but never precludes therapy. The 
diagnosis is established by Papanicolaou 
genital smears and biopsy, with careful 
microscopic study. The treatment is radical 
vulvectomy and bilateral radical groin dis- 
section with extraperitoneal pelvic lymph- 
adenectomy. 


Precautions and General Measures 
In Treatment 


Precautions in the treatment of pruritus 
vulvae and a plan for general measures in 
treatment are outlined as follows: 


Precautions 

- Do not treat specifically without a proved di- 
agnosis. 

t Watch for chemical irritants and allergic derm- 
atitis-soaps, disinfectants, medications such as 
gentian violet and some clothing. 

. Avoid ointments with oily base. 

. Avoid prolonged use of topical anesthetic, 
antihistamine and antibiotic preparations (sen- 
sitization). 

. Alcohol injections are temporary and dan- 
gerous. 

. Never use x-ray therapy for any disease of 
the vulva. 

. Biopsy-all raised, whitish, indurated or ul- 
cerative lesions. 


General Measures 


. Local symptomatic therapy 
a. Starch water sitz baths for itching and 
burning 
b. Plain water douches 
ec. Quotane Lotion (S.K.F.) 
Tronothane Lotion (Abbott) 
. For secondary infection 
a. Potassium permanganate sitz baths, 1:4000 
b. Saline compresses 
c. One half per cent acetic acid for Pyocyganeus 
. Drying regimen (after toilet and bath) 
a. Do not rub with towel; pat dry with soft 
tissue 
b. Hair dryer in bathroom 
c. Perineal heat lamp 
d. Loose-fitting, clean, dry clothes at all times 
. Improve general health—malnutrition, vitamin 
deficiencies, anemia, and so forth 
Sedation 
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a. Important at night during early therapy 
b. Antihistamines—frequently used as mild se- 
dation and antipruritic 


6. Psychotherapy ; 
a. Reassurance regarding cancer, venereal dis- 
ease, and sex life 
b. Hospitalization or frequent office visits in 
initial treatment phase 
c. Break scratch habit 
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Diahetes can be very disabling. Slow healing of 
wounds is an example. Amputation of a lower ex- 
tremity because of gangrene is another. The sus- 
ceptibility to coronary artery disease is another. All 
of these conditions have been repeatedly stressed by 
the Association of American Railroads. It is essen- 
tial, however, that these disabling conditions be seen 
in their proper perspective. Girls do not hesitate to 
marry because of the tragic deaths in child-birth. 
They know that these deaths are the exceptions to 
the rule. One does not hesitate to travel by train 
because of the many deaths from train collisions, 
even though they have been the result of gross negli- 
gence. Travel by air is not discouraged because of 
the many deaths from aeroplane accidents. These 
deaths are seen in terms of the total number of 
people who travel by train and by air and the total 
number of miles so travelled. Similarly common sense 
and justice to diabetics demand that industries prop- 
erly evaluate the risk of their employment.—Rabin- 
owitch, J. M.: The Diabetic in Industry, Canad. M. A. 
J. 67:35 (July) 1952. 


The death rate for acute appendicitis in the 
United States in 1952 was 1.7 per 100,000 popula- 
tion, which seems, and is, quite low. But when this 
rate is translated into actual numbers, we find that 
it means that last year, 2,600 persons died of “this 
eminently treatable condition.” That is roughly 217 
deaths a month, well over twice the number in Eng- 
land and Wales, from a disease which was described 
definitively 67 years ago and the treatment of which 
was spelled out with equal clarity at the same time. 
—Boyce, F. F.: The Role of Atypical Disease in 
the Continuing Mortality of Acute Appendicitis, 
Ann. Int. Med. 40:670 (April) 1954. 
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POST-CHOLECYSTECTOMY 
A Clinical Syndrome 
E. L. MARSTON, M.D. 
WINSTON-SALEM 


The sequela of cholecystectomy may be 
many; our duty as surgeons is to reduce 
these to a bare minimum. This paper calls 
attention to a complication that can be easily 
prevented by a simple technical maneuver. 

This complication is traumatic perichond- 
ritis, secondary to the proximity of a stab 
wound drain. Its cure is to place the drain 
at a greater distance from the costal mar- 
gin. The diagnosis is established by clinical 
and not by microscopic methods. 

Pain from a post-cholecystectomy drain 
can be initiated or aggravated by traumatic 
(and rarely chemical) perichondritis subse- 
quent to (1) nearness of the stab wound 
to the costal cage; and (2) actual contact 
between the costal cage and the stab wound 
and contents. The pain is constant, gnawing 
and localized, and is sometimes increased 
by breathing, coughing, hiccupping, and 
straining. Patients guard this area with 
remarkable care. Point tenderness is pres- 
ent over the involved costal cartilage with- 
out signs of inflammation. Local edema and 
induration are minimal. 

The pain persists but is lessened by re- 
moving the drain and stopping the flow of 
bile through the wound. The site may re- 
main tender, however, for 6 to 12 months, 
rarely longer. 

The only treatment is local heat, aspirin, 
and removal of the drain tube at the proper 
postoperative interval. Local infiltration of 
1 per cent Novacain provides temporary re- 
lief. Neurectomy is too radical a procedure 
for this condition. 

Correlation of pulmonary atelectasis with 
this complication postoperatively has not 
been investigated, but it must surely be an- 
other significant factor. 


Prevention 
Most stab wounds are created by the ap- 
plication of traction to the peri-incisional 
abdominal skin; with release of tension the 
wound will ride higher than anticipated. 
The constant motion of the chest in prox- 
imity to such a wound produces tenderness; 
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Figure 1 


actual chondral trauma with instruments 
accentuates this condition. (The same warn- 
ing applies to subcostal incisions and to pro- 
longed and strenuous subcostal retraction). 
Locating the stab wound at a safe distance 
below the ribs (see figs. 1A and B) will 
prevent the condition from occurring. 


Hemiplegia—It is estimated that there are more 
than a million individuals with hemiplegia in the 
United States, and the internist usually has been 
the first line of defense in their management. In 
the past, the attitude generally has been one of 
passive acceptance. Sedation, potassium iodide and 
psychotherapy, usually without too much convic- 
tion, have been the bases for management. With 
a dynamic approach to the problems of hemiplegic 
patients to exclude those cases in which the rehabil- 
itation cannot keep up with the pathologic pro- 
cesses, as seen in the patient with malignant 
hypertension, or encephalomalacia, or advanced sen- 
ility, rehabilitation may safely be started with 
patients with moderate to severe hypertension if 
they are closely supervised and have adequate rest 
ponens, It has been found that most potas will 
ave a drop in pressure under a carefully regulated 
regime of mild activity and training. This is prob- 
ably the result of the axiom that “action absorbs 
anxiety.”—Rusk, .: Chronic Disease in an 
Aging Population, Ann. Int. Med. 33:1341 (Dec.) 
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THE HEALTH INSURANCE DILEMMA 
IN NORTH CAROLINA 


O. NORRIS SMITH, M.D.* 
GREENSBORO 


In an effort to stimulate the interest of 
doctors in Health Insurance in North Caro- 
lina, the following discussion represents 
ideas drawn from authoritative sources, 
rather than a personal dissertation on the 
subject. It is published at the request of the 
Physicians Advisory Committee on the Blue 
Shield Plan. 


Insurance Principles 


The basic function of insurance is risk- 
sharing, and several essential principles 
have been defined by Miller’): 

1. The event insured against must be of 
infrequent occurrence; the family budget 
could more economically meet any regular 
or anticipated expense without paying ad- 
ditional administrative costs. 

2. The loss insured against should be of 
financial consequence; small insurance 
claims greatly increase administrative costs. 

3. The loss indemnified must be measur- 
able, or the benefits provided must be spe- 
cific. 

4. The event insured against must be de- 
finable and subject to verification. 

5. The event insured against should be 
beyond the control of the insured; insurance 
must not appreciably increase the occur- 
rence of the event insured against, nor the 
magnitude of the resulting loss. If payment 
of the insurance benefit places the insured 
in a better position than he enjoyed prior 
to the contingency insured against, then 
over-insurance exists, to the detriment of 
the plan’s stability. 

As we shall see, health insurance is apt 
to violate this last principle, both through 
multiple coverage and through the moral 
hazard of utilizing as many free benefits as 
possible. Misuse of surgical benefits is some- 
what curtailed by the discomfort and risk 
of surgery, but free hospitalization for 
minor nonsurgical illness is very attractive 
to many people who otherwise would have 
to be cared for at home at considerable in- 
convenience to the family and the patient. 


*Chairman of the Physicians Advisory Committee on the 
Blue Shield Plan, 1952-1955. 
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Pregnancy is not an unpredictable “hazard” 
that merits legitimate insurance, but in re- 
sponse to public demand, many insurance 
plans have partially socialized maternity 
care at the expense of all family subscribers. 
X-ray examinations entail no deterring dis- 
comfort or risk, are profitable to most hos- 
pitals, are of academic and professional in- 
terest to the physician, and add an element 
of glamor to the patient’s recital of his ill- 
ness; free inhospital roentgenograms are 
not actuarially sound, and we all know they 
invite tremendous abuse. Almost all health 
insurance excludes benefits for consulta- 
tions, diagnostic admissions, rest cures, cos- 
metic surgery and private nursing; as would 
be the case with free sick-room flowers, 
there would be no deterrant to wholesale 
wastefulness. 


Hospital insurance has provided needed 
hospital care for thousands of patients who 
otherwise might have had to forego neces- 
sary attention, but it has also resulted in 
tremendous amounts of unnecessary hos- 
pitalization and wasted ancillary services. 
Every day that a patient occupies a hospital 
bed unnecessarily in order to obtain health 
insurance benefits, the waste becomes a 
charge against all subscribers and increases 
the overall cost of hospital operation. A 
careful study of 12,000 hospitalized patients 
in one state showed that 28 per cent of all 
hospital admissions contained some element 
of faulty use, more frequently among “in- 
sured” patients. Nearly one out of five days 
used by Blue Cross patients was not neces- 
sary to the recovery, safety, or reasonable 
comfort of the patient. As more general 
hospital beds have been built, there is less 
deterrence to the overuse of hospital facili- 
ties. The more the misuse, the higher the 
rate; this is presently pricing hospital] in- 
surance out of reach of the lower income 
families. 


Insurance does not reduce the cost of 
medical care; it simply spreads the cost of 
illness over a larger group. Persons with 
health insurance spend more for health serv- 
ices than those without such insurance, 
partly because a regular prepayment in the 
budget towards health services indicates a 
higher regard of its importance, partly be- 
cause prepayment protection increases with 
ability to buy, partly because financial bar- 
riers are minimized when the occasion 
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arises, and partly because of human nature 
—the average person likes to “get some- 
thing out of his insurance,” and this moral 
hazard is of tremendous importance in 
health insurance rates. 


Unfortunately for health insurance pro- 
grams, people with such insurance spend 
more for health services than those without: 
the hospital admission rate is 30 per cent 
greater, the annual hospital bed occupancy 
per 1,000 persons is almost 40 per cent 
greater, and the number of surgical pro- 
cedures is 75 per cent greater. The dispro- 
portion is least in the higher income fami- 
lies (over $7,500 a year), and maximal in 
the rural farm and lower income family 
groups. The data upon which these state- 
ments are based are given in table 1°), and 
merit careful study by every doctor. 


As benefits become more comprehensive 
and approach full re-imbursement, there ap- 
pears a disproportionate increase in admis- 
sion rate, days of hospitalization, and amount 
of ancillary services. Table 2 tabulates the 
hospital usage by participants of Hospital 
Saving Association’s three popular Blue 
Cross certificates with our own Doctors’ 
Plan (“E”’) when its only co-insurance pro- 
tection was 50 per cent of x-ray charges. 
The 5K certificate on the average paid 67 
per cent of the hospital bill, while the 6G 
and 10G certificates paid 89 and 92 per cent 
respectively ; a high proportion in each cate- 
gory also involved benefits for surgical in- 
demnity, but only the “E” plan provided 
professional benefits for nonoperative med- 
ical care. The favorable obstetric experience 
will rapidly rise, as the 10-month exclusion 
was still in effect during this second year 
of the Doctors’ Plan Program. Table 3 il- 
lustrates the increased hospital occupancy 
by patients with medical illnesses when 
“free” professional service was added to 
hospital insurance benefits. 


“Complete coverage violates the insurance 
principles and is insupportably expensive. 
With no limit on the amount of free medi- 
cal service in the contract, members tend 
inevitably to make excessive demands on 
physicians and hospitals, calling for kinds 
and amounts of service which cannot be paid 
if the plans are to keep their costs at a 
reasonable level. Complete coverage is the 
very feature of government-controlled medi- 
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Table 1 
Impact of Health Insurance on Hospital Usage(2) 
1953 Family Survey General Hospital Hospital Days Surgical 
of Medical Costs Admission Rate Per Year Procedures 
= 3 = 
= & Zz < Zz = Zz 
Per 100 Persons 12 13 10 100 110 80 6 7 4 
By income groups: 
Below $1,999 12 19 9 110 120 100 5 9 4 
$2,000-$3,499 12 14 10 90 120 60 6 S 4 
$3,500-$4,999 11 12 10 110 120 70 6 7 4 
$5,000-$7,499 11 13 8 90 100 80 7 8 5 
Above $7,500 12 11 12 90 90 90 7 8 4 
By residence 
Urban families 11 12 9 
Rural non-farm 13 14 11 
Rural farm 12 17 9 
Table 2 
Impact of Increasing Benefits on Usage 
Hospital Days Per Year Per 1000 Participants 
“Good” “Better” “Better” ALL “Best” E % of all 
5K 6G 10G HSA E HSA 
Obstetric................. i 120 126 134 129 118 91% 
Surgical.................... 340 360 400 363 489 135% 
390 450 550 456 799 175% 
850 936 1084 948 1406 148% 
Table 3 


cine that tends to plunge it into bankrupt- 
cy.’’) It is the major expense of a serious 
illness or accident that is most likely to up- 


Impact of Adding Medical Benefits 
Hospital Days Per Year Per 1000 Participants 


set the family budget and against which Doctors’ All HSA 
sound health insurance should be first di- 
rected. The sociologist wants the financial Digestive and 
burden of sickness to be borne entirely by _.Genitourinary 150 133 

Circulatory 128 91 
the healthy, including home visits, office Other medical 244 145 
visits, annual health examinations and pre- aa or 


ventive measures, and labor union leaders 
enthusiastically pursue this goal for their 
members. It is not a legitimate use of “in- 
surance” to offer any routine service to all 
subscribers; the annual premium must be 
increased to pay not only for the service, 
but also for the added cost of processing the 
claim. 


Figures 1 and 2 portray hospitalization 
experience according to age and sex. The 
admission rate for children is high, but the 
average duration is brief. During adult pro- 
ductive life, the differences between the 
sexes is largely due to obstetrics and gyne- 
cology; the company which excludes “con- 


ditions not common to both sexes” avoids 
much expense, and could offer such health 
insurance to either sex at about the same 
cost. Commercial insurance companies have 
a basic philosophy of trying to classify risks 
to the end of having each class of risks pay 
for its own insurance but not for the in- 
surance of the other classes; hence the group 
with 90 per cent male employees gets a 
much better rate than the group with 90 per 
cent women employees. The original Blue 
Cross concept was to charge everyone the 
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HOSPITAL UTILIZATION RATES 
INPATIENT ADMISSIONS 


AGE and SEX 
Associated Hospital Service of Baltimore 


inpatient Aamissions Per 1UU Person Years 


T 
20-29 30-39 
Age of Patient 


Fig. 1. Hospital admissions per 100 persons per 
year. 


same rate regardless of age or sex; rather 
than continue to lose the best groups of male 
workers to commercial companies, many 
Blue Cross plans have modified their dues 
in accordance with the ratio of male and fe- 
male employees in the group. 


The rapidly increasing proportion of our 
population more than 65 years of age pre- 
sents a major problem in underwriting 
health insurance, especially for Blue Cross- 
Blue Shield. Older people do not have more 
sickness than younger adults, but the aver- 
age duration is much longer, and at the same 
time the patients are less able to finance 
hospital care except through insurance. 
“Considering all the evidence at hand, it 
seems reasonable to assume that the amount 
of hospitalization per capita of the age 
group 65 years and older is roughly four 
times that of the younger age group, while 
physicians’ services may be approximately 
doubled. Thus in 1952, 8.3 per cent of the 
population would require 26.5 per cent of 
the hospital facilities and 15 per cent of 
physicians’ services.” 


Blue Cross and Blue Shield developed 
their programs by charging the same rate 
at all ages and continuing protection for 
those members enrolled prior to their sixty- 
fifth birthday. Such a rate was higher than 
necessary for the younger age groups dur- 
ing their productive years, and less than 
adequate for the older age group, leaving 
a very attractive field for competition from 
commercial companies among the employed 
groups. As time goes on Blue Cross and 
Blue Shield will attract an increasing pro- 
portion of older people as they are dropped 
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HOSPITAL UTILIZATION RATES 
PATIENT DAYS 


BY 
AGE and SEX 


Patient Days Per 100 Person Years 


20-29 30-39 
Age of Patient 


Fig. 2. Patient days per 100 persons per years. 


by commercial group insurance, which will 
automatically require increasing rates and 
permit further loss of Blue Cross-Blue 
Shield coverage to commercial competition. 
To curtail the heavier claims, some Blue 
Cross plans restrict their benefits with age, 
or introduce some sort of co-insurance on 
the part of the subscriber, but our North 
Carolina plans have not yet taken any such 
action. 


The health insurance program rate is 
very sensitive to changes in professional 
charges for the common procedures, where- 
as big increases in the rare procedure will 
make no appreciable change in the cost. Ob- 
stetrics, appendectomy, tonsillectomy, hys- 
terectomy, hemorrhoidectomy, and hernior- 
rhaphy account for about 70 per cent of all 
surgical costs of such insurance; a proposal 
to increase the allowance for appendectomy 
in the Doctors’ Plan from $75 to $100 would 
have increased the cost of the surgical rider 
about 8 per cent, and for this reason it had 
to be rejected. “Free inpatient x-rays” in 
current Blue Cross certificates take about 
15 per cent of the money, not counting the 
cost of improper hospitalization days to 
qualify the patient for his alleged benefits. 


We have not yet evolved the goal of health 
insurance with adequate but not wasteful 
protection against financial hardship, coup- 
led with clearly defined, simply adminis- 
tered, and effective co-insurance to maintain 
the patient’s interest in economy. Hospital 
insurance began with increasingly complete 
coverage for relatively brief periods of hos- 
pitalization, and as actuarial experience was 
acquired, the benefits were increased by ex- 
tending the number of days in hospital cov- 
ered. Major medical or catastrophic cover- 
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Impact of Age on Hospitalization and 
Length of Illness“) 


Age Groups 35-44 45-54 55-64 65-74 75+ years 
Annual days of covered* hos- 0.55 0.75 1.05 1.55 2.0 
pital confinement per person 
insured, excluding maternity 
Index number 100 136 191 282 364 
Average days of illness, 
per patient 12 17 30 41 72 
Index number 100 142 250 342 600 
*The increase in the number of days of confinement is more gradual than the increase in the average amount of dis- 


ability, but the difference may be due largely to the 28-day limit of hospital benefits, affecting few of the younger but an 


increasing proportion of older patients. 


age is rapidly developing from the other 
end, usually paying 80 per cent of the cost 
of all sickness expense beyond a fairly high 
level of co-insurance paid by the patient, 
whose 20 per cent of further expense cur- 
tails wastefulness. Somewhere between 
these extremes, we must evolve a combina- 
tion of both, eliminating waste and trivial 
frills, curtailing unnecessary hospitalization 
by co-insurance and by extending certain 
inpatient ancillary benefits to outpatient and 
doctor’s office coverage. If we doctors wish 
to preserve our present system of medical 
care, it is essential that we exercise more 
vigorous leadership through Blue Cross and 
Blue Shield in the further evolution of 
health insurance to meet the real needs of 
our patients, before they turn to commercial 
insurance companies, hospitals, or the gov- 
ernment for some remedy not to our liking 
but in their own best interest. 


I. Family Health Insurance Survey (1953) 

In 1953 a national Family Survey of Med- 
ical Costs and Voluntary Health Insurance"? 
was sponsored by the Health Information 
Foundation (a nonprofit organization sup- 
ported by a large number of pharmaceutical 
and allied companies), and gives data on 
recent consumer habits in buying medical 
care. The cost of any contemplated extension 
of insurance to encourage hospitalization 
for trivial illness or diagnostic studies, or 
to provide annual physical examinations and 
preventive medicine, would have to be added 
in order to forecast comparable expenditures 
in the future. 


During the previous year, 9 per cent of 
families reported no medical expense, and 
50 per cent of families reported less than 
$110 medical expense. The average cost per 


family of all personal health services was 
$207. Fifty per cent of the families reported 
medical expense exceeding 4!% per cent of 
annual income (the national average), 7 per 
cent had medical expenses exceeding $495, 
2 per cent spent half their total income for 
medical care, and 1 per cent had medical 
expenses greater than their entire income. 
One million families owed more than $195 
for medical expenses, representing about 1 
family in 40. 


The public annually spends about 414 per 
cent of consumer income for health services, 
which in 1953 approximated $10.2 billion, 
an average of $207 per family. Approxi- 
mately half of the total expense goes for 
hospitalized illness including professional 
care—about $100 per family. Table 5 shows 
the breakdown of this great expenditure, 
and the present effectiveness of health in- 
surance. On a national basis, 109 persons 
out of every 1,000 were hospitalized in 1952; 
approximately 1 person in 9, or 1 family 
in 3 suffered such expense. This ought to be 
a splendid field in which to develop a sound 
insurance program, where nine persons pay 
an annual “premium” to pay the hospital 
expense of the unlucky victim that year. 
Like term life insurance, the purchaser buys 
protection against a particular hazard for 
a particular year; with hospital insurance, 
1 out of 9 will suffer the misfortune of 
major medical expense, and the other 8 are 
fortunate in escaping the hazard, realizing 
that next year some other member of the 
group will probably be the beneficiary. Theo- 
retically, if every family in 1952 had put 
$100 into such insurance, with adequate pro- 
vision for administrative expense, there 
would have been a $5 billion kitty to pay all 
hospitalization expenses for that year. In 
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Table 5 
Analysis of Consumer Medical Expenses(?) 


Annual Expenditures 


for Personal Health Insurance 
Services Total Pays 
in billions of dollars $10.2 $1.5 (15%) 
%o % 
Physicians* 37 $3.8 $0.5 (13) 
Hospitals 20 2.0 1.0 (50) 
Medicines 15 1.5 “2 
Dentists 16 1.6 5s 


Other Supplies 13 1.3 
**less than $50 million 


practice, free hospitalization would have in- 
creased the demand for such service, the 
treasury would be insolvent, and the plan 
would have to increase the dues or curtail 
benefits in order to continue its service. 


In 1952 approximately two thirds of all 
families carried some sort of health insur- 
ance coverage. Table 6 should be interpreted 
alongside table 1 in order to calculate the 
unmet need for medical services which more 
universal health insurance would bring to 
medical attention. In the “upper third,” 80 
per cent have such insurance and undergo 
75 per cent more surgical procedures than 
their uninsured confreres; but the insurance 
makes little difference in the admission rate 
or length of stay. In the “middle third,” 
71 per cent have health insurance; their 
hospital bed occupancy is about doubled, and 
their admission rate increased 30 per cent. 
In the “lower third,’ only 41 per cent are 
insured, and their admission rate is about 
doubled and their bed occupancy about two 
thirds higher than similar families without 
insurance. Even in the lowest 20 per cent of 
families, 30 per cent have some sort of health 
insurance. Obviously, much of the health in- 
surance for the lower income families is 
purchased by industry as a fringe benefit, 
and not by the worker from his family bud- 
get. As health insurance becomes more at- 
tractive and the presently uninsured middle- 
and lower-income families are enrolled, it 
seems apparent that a tremendous reservoir 
of unmet medical needs will be opened up. At 
the time of this survey, only 37 per cent of 
North Carolinians carried health insurance 
—a little more than half the national aver- 
age“), 


Such a tremendous variety of health in- 
surance programs is available to the public 
—ranging from highly restricted contingen- 
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Table 6 
Health Insurance by Family Income?) 
Health 
Families Annual Income Insurance 
Coverage 
Upper % above $5,000 + 80% 
Middle 4% $3 to $5,000 71% 63% of all 
Lower below $3,000— 41% families 
Lowest 20% below $2,000 or 
on welfare 80% 
Table 7 


The Value of Health Insurance?) 
(1953 Family Survey of Medical Costs) 
With Hospital Insurance 


50% of certificates paid 89+% of charges 
With Surgical Insurance 

50% of certificates paid 75+% of charges 
With Obstetric Coverage 

50% of certificates paid 60+ % of charges 


cies such as accidents or polio, up through 
the varying restrictions on benefits based on 
age and sex, to “comprehensive” insurance 
—that it is difficult to evaluate how well 
health insurance pays the costs. The data 
in table 7 are both interesting and reassur- 
ing. 

The evolution of sound health insurance 
tends to stabilize the finances of the public, 
the hospitals, and the doctors. Any review of 
the health insurance problem must take into 
consideration the different problems facing 
each of these groups, and any proposed in- 
surance program should be appraised from 
the view-point of each group. 


III. The Public’s Dilemma 


In 1951, about two thirds of the popula- 
tion of the United States had some sort of 
health insurance, but in North Carolina only 
37 per cent were covered—21 per cent by 
one of some 150 commercial companies serv- 
ing this state, and 16 per cent by our two 
Blue Cross Associations (national average 
for Blue Cross is 27 per cent, in several 
states more than 75 per cent). There has 
been considerable growth since then, and I 
have been told that we now have about 50 
per cent coverage in this state, but accurate 
data are not available to me. As the indus- 
trialization of our state continues, health in- 
surance will automatically increase. Such in- 
surance is sold at lower “wholesale” prices 
to employed groups, because actuarial ex- 
perience is much better among those regu- 
larly able to work, and also because of sav- 
ings in administrative costs. It is not sur- 
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prising that 80 per cent of families bought 
their health insurance through such a group. 


In 1934 there were 55 hospital admissions 
per 1,000 population, averaging 13 days at 
$5.50 a day, for an average hospital charge 
of about $65. In 1952, 109 admissions per 
1,000 people averaged 9 days at about $20 
per day, and hospital costs continue to climb 
with inflation and with expanding diagnos- 
tic facilities. We rarely abandon diagnostic 
tests, but more often modify them at added 
expense; we now take 12 leads for routine 
electrocardiograms, where we formerly took 
4. The well equipped hospital is expected to 
provide flame-photometry and electroenceph- 
alography, involving additional ancillary ex- 
penses to patients served. Between 1936 and 
1952 a study of laboratory tests and x-ray 
films used for inpatients in all major Cleve- 
land hospitals showed an increase of 163 per 
cent in the former and 403 per cent in the 
latter. 

Simple arithmetic would indicate that hos- 
pital insurance adequate to pay all the 1952 
hospital bills should have been available for 
about $21.50 per person, allowing 10 per 
cent for overhead; but health insurance is 
complicated by numerous pitfalls which are 
not understood by the public or by the doc- 
tors. The people who buy health insurance 
have greater than average expectancy to 
use it, and their hospitalization costs are ap- 
proximately 50 per cent more than similar 
costs for those who do not have such in- 
surance"), 

The American budget has included the mort- 
gage, the grocer’s bill, the television and vac- 
uum cleaner payments. Up until recently it has 
not included the doctor and the hospital. This 
has come to be the last item embraced, in the 
creditor economy we have. Postpayment has 
failed, rightly or wrongly. Left out of the bud- 
get, our economy being what it is, bills for ill- 
ness would stand little chance of payment. In- 
corporated in the budget, through prepayment, 
doctors and hospitals stand a chance, and the 
families avoid the inevitable threat of bank- 
ruptcy from a serious illness(5), 

The public assumes that good hospital in- 
surance should pay the entire hospital bill, 
without realizing the abuse and exhorbitant 
expense that such protection inevitably at- 
tracts. The public does not buy complete au- 
tomobile liability insurance for the simple 
reason that it costs five times as much as the 
same protection with a $100-deductible rider. 
The law does not permit complete fire in- 
surance coverage of property, in order to 
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keep the owner interested in fire prevention 
and curtail the temptation of arson. If there 
is a clear-cut financial loss to the insurer, 


he remains interested in aveiding the haz- 
ard; with prevailing hospital insurance, the 
patient realizes that he will be expected to 
pay some of the bill upon his discharge, but 
such “tailend” co-insurance is indefinite, it 
cannot be accurately calculated in advance, 
it does not adequately serve to deter the 
necessary hospitalization, and too often it 
leaves the patient disgruntled with his 
health insurance because his share of the 
bill proved to be greater than he expected. 


The public is rebelling against the prac- 
tice of certain insurance companies which 
reject claims with a heavy hand, and which 
cancel or restrict coverage at the next re- 
newal date following the onset of any po- 
tentially expensive recurrent claim. Our last 
legislature considered a number of propo- 
sals designed to curtail such practices, 
adopted some, and fortunately rejected 
others that would have handicapped the good 
as well as the bad companies. The authority 
of the insurance commissioner was strength- 
ened in handling such problems, without be- 
ing crippled by red tape. 


The public is rather skeptical of profes- 
sional coverage because of additional pro- 
fessional charges frequently rendered above 
the indemnity paid by the insurance com- 
pany. The company which advertizes “sur- 
gical benefits up to $400” (for some unusual 
procedure) may allow $20 for tonsillectomy, 
and $50 for appendectomy or herniorrhaphy. 
The surgeon naturally makes an additional 
charge, but often fails to explain to the pa- 
tient that the benefit was not only less than 
his usual charge but also less than the bene- 
fit for the low income group under the Doc- 
tors’ Plan, or less than the State Compen- 
sation Commission’s allowance for similar 
care of injured workmen. When such a dis- 
gruntled patient tells his friend, the usual 
increment to spicy rumor occurs and the 
details are magnified. 


It should be the goal of every doctor to 
encourage all his patients to buy good health 
insurance, and the doctor should be doubly 
careful not to let any patient feel that he 
has been overcharged because his health in- 
surance provided professional benefits. A 
message from the president of the New 
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HOSPITAL 
SAVING 
ASSOCIATION 
WAS FOUNDED 
20 YEARS AGO 


THE BLUE CROSS IDEA 
WAS BORN 
25 YEARS AGO 


PEOPLE WHO HAVE 
BEEN ILL KNOW THE 
REST OF THE STORY 
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Hydrochloride 
Tetracycline HCI Lederle 


For nearly two years, ACHROMYCIN has been in daily use. 
Thousands of practicing physicians in every field have 
substantiated its advantages, and the confirmations mount 
every day. 


In any of its many dosage forms, ACHROMYCIN has proved 
to be well tolerated by patients of every age. It provides true 
broad-spectrum activity, rapid diffusion, and prompt 
control of a wide variety of infections caused by Gram- 
negative and Gram-positive bacteria, rickettsia, and certain 
viruses and protozoa. 


ACHROMYCIN—an antibiotic of choice, produced under rigid 
controls in Lederle’s own laboratories. 


LEDERLE LABORATORIES DIVISION amenscan Cyanamid company PEARL RIVER, NEW YORK 


REG. U.S. PAT. OFF. 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
this office—collect. We'll do 
our best to help you — and 
there’s no obligation on your 


part. 


" THIS IS THE ACCIDENT AND HEALTH 
PLAN ESTABLISHED BY THE STATE 

SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accidental and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 


$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 

5,000.00 15,000.00 75.00 weekly 131.00 66.00 

5,000.00 20,000.00 100.00 weekly 172.00 86.50 
($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mer. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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York State Medical Society is pertinent: 


Perhaps there is insurance coverage. Ask 
your patient about this, but only after you 
have informed him of your own charge. By so 
doing you convince your patient that you are 
not taking advantage of his insurance coverage 
by adding an extra charge. By approaching the 
matter in this manner you also establish the 
fact that in many instances such insurance 
helps pay the total cost, that it does not pay 
in full. If your patient is eligible for Service 
Benefits, in which the doctor’s fee is the Blue 
Shield allowance for lower income members, ex- 
plain what your participation in this program 
means. If you are not certain of his earnings, 
why not ask him if his income is less than the 
Service Benefits income limit. 


Ratio of loss 


One of the important yardsticks of an in- 
surance company is its “loss ratio,” or the 
ratio between the benefits paid to the prem- 
iums earned. In group accident and health 
coverage, the 1953 annual summaries of 590 
commercial insurance companies showed a 
loss ratio of 85.6 per cent; for similar pro- 
tection sold directly by an agent to the in- 
dividual or family, the loss ratio was 50.3 
per cent, the latter category consituting 
about one quarter of the business on a dol- 
lar basis. Every company selling such in- 
surance in North Carolina must file annual 
reports to our State Commissioner of In- 
surance, whose office will send on request a 
list of all such companies, with the amounts 
of premiums collected and of benefits paid 
by each. One hundred and fifty three such 
companies have a little more than 50 per 
cent of the business; 22 companies each 
have at least 1 per cent of the state’s ap- 
proximately 60 million dollar accident and 
health business. 


Unfortunately, these annual reports in- 
clude not only health insurance, but also dis- 
ability health insurance in the figures sub- 
mitted by companies providing such protec- 
tion. It must also be remembered that with 
the rapid expansion of enrollment by any 
company selling health insurance, losses 
during the first year are curtailed by several 
limitations usually incorporated in such in- 
surance, and the loss ratio tends to increase 
as the years pass. In table 8, 26 companies 
(87 per cent of the total business) are listed 
in order of their volume of business in North 
Carolina, giving the percentage of accident 
and health insurance sold in North Carolina 
during 1954 and each company’s loss ratio 
for the state. 


HEALTH INSURANCE—SMITH 


585 


Table 8 
Share of 
Company Loss Ratio Business 
(Per Cent) 
32.93 6.2 
58.48 4.8 
..54.18 3.9 
72.68 2.8 


.21.34 1.8 

106.95 1.7 
43.70 1.6 
..38.70 1.5 

26.65 1.2 

59.69 0.8 


From time immemorial professional 
charges have been determined in part by 
the patient’s ability to pay, but today an oc- 
casional doctor reasons that coverage by 
health insurance is the equivalent of a mani- 
fold multiplication of the patient’s income 
from the standpoint of estimating profes- 
sional fee. Current health insurance rates 
are fundamentally based on the custom of 
previous years with regard to frequency and 
length of hospitalization and the amount of 
professional benefits disbursed. It is obvious 
that insurance companies cannot pay unlim- 
ited fees for professional services, but must 
have a specific list of professional serv- 
ices and appropriate fees upon which to cal- 
culate rates. The wide variation in such 
benefits among the hundreds of insurance 
programs creates additional confusion on 
the part of the public, the doctors, and the 
insurance carriers. By voluntary cooperation 
and participation, we doctors are the only 
ones who can agree to a satisfactory sched- 
ule of professional benefits for particular 
income classifications, and Blue Shield In- 
surance was based on this concept. 

The present income limits of our Doctors’ 
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Table 9 
Paid Civilian Full-Time Federal Employees 
(U. S. Civil Service Commission 1953) 


Annual Pay No. Employees Per cent of 
Total 
51,384 2.4 
804,155 37.1 
414,840 19.1 
769,355 35.4 
128,994 6.0 


Less than $2,500 
$2,500-$3,500 
$3,500-$4,000 
$4,000-$6,000 

More than $6,000 


2,168,728 


Average Salary 
Mean $4,025 
Median $3,770 


Plan are $2,400 for the individual, or $3,600 
for the family. A recent Kiplinger report 
shows that one out of every 4 wives holds 
a job, but only 15 per cent of wives who 
have children work, and the majerity of 
these work only part time; the median in- 
come in the south for a married man is 
$3,400, and for a working wife $650, or a 
total of $4,050. Civil Service employees are 
not considered highly paid (table 9); yet 
only about 40 per cent of their personnel 
would be eligible for family service benefits 
under our plan, and only about 2 per cent 
of them would qualify for service benefits if 
unmarried. One of our major industries re- 
cently made a wage survey in the major 
cities of our state to ascertain the annual 
earnings for different categories of employ- 
ment, both male and female. The Doctors’ 
Plan is obviously not very attractive to most 
of the categories, because our income limits 
fail to offer them service benefits. 

Labor unions are interested in getting 
maximal health insurance coverage for their 
members and families and are desirous of 
getting service professional benefits. Indus- 
try has found that good health insurance is 
a valuable fringe benefit both to the workers 
and to the company, and many employers 
pay a substantial part of the cost of such in- 
surance. Some of the higher-wage chemical 
and electronic industries recently established 
in our state sponsor health insurance for 
their employees comparable in cost to our 
Doctors’ Plan, but choose commercial car- 
riers, who can offer no service benefits, 
rather than our Blue Cross-Blue Shield. An 
insurance program for all employees which 
offered service benefits to some but not to 
others would introduce an element of po- 
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tentially serious discord in the company’s 
labor relations. The company feels that it 
must treat all its employees alike; service 
benefits for all would be acceptable, but 
otherwise service benefits for none. The Doc- 
tors’ Plan has been rejected by many groups 
for this reason; a companion certificate with 
service benefits for a higher income group 
would answer this objection. 


Sound health insurance 


The following pertinent suggestions for 
the purchase of sound health insurance were 
given in an article published in Changing 
Times, the Kiplinger magazine, for Decem- 
ber, 1953: (1) Don’t try to insure against 
routine or predictable expense, such as of- 
fice visits, annual examinations, and so 
forth. (2) Get blanket coverage that will 
pay off if you have big medical expenses 
from any illness. (3) Concentrate on cover- 
age that will reimburse you substantially for 
substantial expenditures, remembering that 
half of the average hospital bill goes for 
“extras” beyond the posted room-rate. (4) 
Try to get in on a group policy to obtain 
“wholesale’’ rates and to minimize restric- 
tions and exclusions. (5) Look with favor 
on being your own co-insurer. (6) Figure 
on paying between 2 and 8 per cent of your 
take-home pay for health insurance, and al- 
low a similar amount in the family budget 
for medical and dental bills not paid by in- 
surance, 


In North Carolina, we might suggest four 
additional criteria: (1) Can I continue this 
health insurance when I leave my present 
group, and after retirement at 65? (2) Does 
this company customarily refuse to renew 
coverage at the first sign of a potentially 
expensive disease, or demand a rider ex- 
cluding such disease from future coverage? 
(3) Is this company spending too much 
money on promotional advertising instead 
of on benefits to policyholders? (4) What 
percentage of premiums collected by this 
company is returned in the form of bene- 
fits? (Every physician should write our 
State Commissioner of Insurance for his 
annual “Annual Health and Accident Ex- 
perience” summary, listing every company 
doing such business, and giving their prem- 
iums collected and benefits paid during the 
previous year.) 

One of the most successful Blue Shield 
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Table 10 
Annual Cost for the Doctors’ Plan 
(Ward costs or $8 towards private accommodation) 


Group Rates Individual Family 

No co-insurance $42.00 $114.00 
$25-deductible 36.00 97.20 
$50-deductible 32.00 87.00 
Direct Rates Male Female Family 


(No co-insurance $44.40 $58.80 $149.40)* 
$25-deductible 38.40 51.00 128.40 
$50-deductible 34.20 46.20 115.80 


(Semi-Private or $10 towards private room) 


Group Rates Individual Family 

No co-insurance $47.40 $127.20 

$25-deductible 41.40 110.40 

$50-deductible 37.80 100.20 

Direct Rates Male Female Family 
(No co-insurance $49.80 $65.40 $163.80) * 
$25-deductible 43.80 57.60 142.80 


$50-deductible 39.60 52.80 130.20 


*Direct coverage sold only WITH co-insurance 


Plans was inaugurated in Michigan about 
1939, with income limits which offered serv- 
ice benefits to about 80 per cent of the popu- 
lation in that industrial state. When in 


1948 they found that only about 20 per cent 
of the population was eligible for such bene- 
fits because of the general rise in wages, 
they established a companion certificate 
with higher professional benefits, and again 
80 per cent of the population was eligible 
for service benefits under one or the other 
certificate. In North Carolina, the income 
limits initially proposed in 1946 were in- 
creased even before the Doctors’ Plan was 
inaugurated, and are now quite unrealistic 
in that we are offering a program of serv- 
ice benefits for $3,600-income families which 
costs nearer 4 per cent than 2 per cent of 
their income. There is a great market among 
families with incomes less than $6,000 
which should be met with a financially at- 
tractive companion certificate, offering about 
33 per cent higher professional benefits, 
and the same hospital benefits at only about 
10 per cent increase in cost. 


IV. The Hospitals’ Dilemma 

Few doctors appreciate the postwar fi- 
nancial predicament of our hospitals. Their 
expenses have increased seven-fold since 
1935, and continue to rise‘®). Admissions are 
doubled or tripled, and the average length 
of stay is 30 per cent shorter, but it takes 
twice as many employees to accomplish the 
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Table 110” 


Factors affecting the Cost of Hospital Care 

(Commission on Financing Hospital Care 1954) 
Total Non-Federal Hospital! 1935 1949 1952 
Hospital beds (thousands) 398.7 524.0 564.9 
Beds per 1000 (population) 3.1 3.5 3.6 


Hospital expense (millions) $438.7 $2,718.3 
Admissions (millions) 70 150 16.9 
Admissions per bed 17.0 28.0 30.0 
Admissions per 1000 

population 55.4 101.2 108.8 
Patient days per 1000 

population 725.0 963.0 973.0 
Length of stay (average) 13.1 9.6 8.9 
Hospital personnel 

(thousands) 308.8 710.8 
Cost per patient day $5.50 $20.37 
Index of ward rate 100.0 163.8 343.1 
Index of semi-private rate 100.0 154.0 297.2 
Index of private rate 100.0 150.4 266.5 


speed-up—skilled employees now hired in 
competition with the labor markets at pre- 
vailing wages. Endowment and other non- 
patient income in 1935 paid about 30 per 
cent of hospital costs, but now pays only 
about 11 per cent. The average per diem cost 
of hospital care in 1935 was $5.50, and in 
1952, $20.37. The major portion of these 
tremendous changes occurred from 1946 to 
1952, and the trend continues. 

These increased expenses have not been 
passed on to all patients as charges for bed 
accommodations, which have been roughly 
tripled but still are comparable to hotel 
room rates. The average patient engages 
hospital accommodations which cost the 
hospital about $4 more than the posted rate. 


The hospital deficit is made up on charges 
for ancillary services) (laboratory, drugs, 
x-ray, oxygen, infusions, and so forth), 
partly because the insurance (especially 
Blue Cross) pays for a big share, and partly 
because the public has not been kept in- 
formed of what is taking place. Insofar as 
a high admission rate reflects short-term 
“diagnostic” admission, the insurance pro- 
grams offering to pay for extras suffer un- 
fairly. Theoretically insurance divides the 
cost of hospitalized illness among many per- 
sons who escape the misfortune, but once 
in the hospital the critically ill patient need- 
ing many ancillary services is handed the 
hospital deficit left by the majority of pa- 
tients who paid less than their own share 
of actual hospital expenses because they 
needed few “extras.” 
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Annua] Blue Cross In-Patient 
Admissions Per Thousand Participants 
1940 - 1953 


North Carolina (HSA) 


Fig. 3. Hospital admission rate per 1,000 par- 
ticipants. 


Hospitals generally are promoting the ex- 
pansion of outpatient services and the con- 
cept of the hospital as the hub of all com- 
munity medical service. The increased use 
of profitable ancillary services would help 
balance the hospital budget, and hospitals 
encourage insurance programs to broaden 
such “preventive” and outpatient benefits at 
the hospital. They bitterly oppose the same 
insurance benefits in doctors’ offices, where 
much unnecessary hospitalization would be 
avoided if similar benefits were offered. It 
took our Blue Shield Advisory Committee 
two years to persuade our State Hospital 
Association that the rising cost of Blue 
Cross Insurance could be checked dramatic- 
ally by introducing sufficient co-insurance to 
curtail our high admission rate in North 
Carolina; they reluctantly allowed it to be 
initiated only with the full Doctors’ Plan 
coverage, not with their existing certifi- 
cates. 

In North Carolina our hospital beds in- 
creased from 8,475 in 1944 to 13,025 in 
1954. The United States Hospital admission 
rate in 1952 was 108.8 per 1,000 popula- 
tion; it was 127 for all Blue Cross sub- 
scribers, but in North Carolina our patients 
almost lead the nation, with an admission 
rate approaching 170 for our Blue Cross- 
Blue Shield Association. Hospitals desire 
high admission rates, encourage diagnostic 
admissions which will entail ancillary serv- 
ices, want to maintain a high percentage of 
occupancy, and favor the insurance program 
which most nearly pays 100 per cent of the 
hospital bill. They oppose any form of co- 
insurance to curtail unnecessary hospitali- 
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zation, any restriction of payments for an- 
cillary services, and any proposal that hos- 
pitalization might be avoided if insurance 
permitted similar benefits outside the hos- 
pital. 


V. The Doctors’ Dilemma 


Of the annual expenditures for personal 
health services, approximately $3.8 billion 
dollars is paid to physicians, 13 per cent of 
which is now paid by insurance. The sur- 
geon’s fee has long been covered by health 
insurance, at least on an indemnity basis. 
Obstetric benefits also have been popular, 
usually on a limited basis, since the “risk’’ 
is not “beyond control.’”’ Coverage for non- 
operative medical care is more recent in de- 
velopment, more experimental in evolution, 
and more difficult to define and administer 
fairly. Though late in starting, it is the most 
rapidly growing part of health insurance, 
and will become increasingly important. Be- 
cause of its greater risk in inviting hos- 
pitalization which would not have been 
otherwise engaged, it involves greater haz- 
ard to the insurance fund and must be 
cautiously sampled to derive sound actuarial 
experience. 

From experience with the State Compen- 
sation Commission and with insurance in- 
demnity policies, doctors are understand- 
ably cautious and reluctant to assign to 
any third party their time-honored right to 
vary charges in accordance with the pa- 
tient’s means. They fail to concur in the 
social worker’s enthusiasm to get every pos- 
sible free service for a very nebulous group 
of “medically indigent’’ families, using a 
highly elastic yardstick. Many of them are 
vociferous in their opposition to any clari- 
fication of the confusing muddle of profes- 
sional fees for particular income levels. 
Without such clarification upon which to 
base costs, no insurance plan could under- 
take to pay unlimited professional fees, and 
the future satisfaction of the public for vol- 
untary health insurance is limited in sev- 
eral states. Blue Shield offers one certifi- 
cate with service benefits for the “low in- 
come” group, comprising about 40 to 50 per 
cent of their population, and another cer- 
tificate with higher professional fees as ser- 
vice benefits for “intermediate income” 
families, comprising another 30 to 40 per 
cent of the population for whom the cost 
is reasonable and the plan successful. 
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Table 12 
1953 Family Survey of Medical Costs 
(in billions of dollars) 

Total Paid Through 


Annual charges for Insurance 
Physicians’ Services $3.8 $0.5 (18%) 
Surgery (21%) $0.8 $0.3 (388%) 
Obstetrics (11%) $0.4 $0.1 (25%) 
Other (68%) $2.6 $0.1 ( 4%) 


The top 20 to 25 per cent of the popula- 
tion will also find that such insurance is 
highly valuable, despite the fact that they 
are not entitled to service benefits and are 
liable for additional charges. In the far west, 
competition from Permanente and similar 
health plans has led the doctors to offer ser- 
vice benefits in nine Blue Shield Plans which 
have no income limitation, and the public 
seems to prefer the free choice of physicians 
and hospitals thus offered. The family in- 
come limits for service benefits in 47 Blue 
Shield plans are tabulated in table 13, show- 
ing an average of $4,323 and a median of 
$4,200. In North Carolina our family in- 
come limit is $3,600; 2 per cent of this an- 
annual income would about pay for hospital- 
ization insurance only, obviously making our 
Doctors’ Plan coverage too expensive unless 
part of the cost is paid by industry. 


Under voluntary prepayment health in- 
surance, more people eventually pay more 
money for health needs, just as with install- 
ment buying they buy more cars and appli- 
ances. “Prepayment has expanded the group 
which can afford the price of prepaid care 
at benefit levels which meet their need for 
protection . .. The extension of prepayment 
will have the effect of shifting families and 
individuals from the group which cannot 
pay for care at the time of illness to the 
group which can and does pay for the cost 
of its care.’ 


Blue Cross and Blue Shield associations 
are usually operated by trustees represent- 
ing the doctors, the hospitals, and the pub- 
lic‘**)—all interested in paying not only just 
claims but also many borderline claims, in- 
sofar as funds permit. They have no stock- 
holders except the subscribers, pay no divi- 
dends from “profit,” and employ salaried 
rather than commissioned salesmen. Bene- 
fits are paid directly to the hospital and doc- 
tor. A committee of doctors passes on the 
merits of any complaint by a physician about 
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Table 13 


Summary of Blue Shield Income Limits 
October 1, 1954 


Family Income Limits 
$3,000 
$3,200 
$3,500 
$3,600 
$4,000 
$4,200 
$4,500 
$4,800 
$5,000 
$5,500 
$6,000 


ahha 


= 
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ea 
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$4,200 Median 
$4,323 Mean 


his fee, and may allow additional compen- 
sation under extenuating circumstances. 
Such a committee can initiate changes in 
the fee schedule when inequities are 
pointed out. The State Medical Society could 
promptly terminate Blue Cross or Blue 
Shield by withdrawing its official support, 
necessary for national recognition. Through 
such a set-up, we doctors can work to evolve 
still better insurance for all parties con- 
cerned, as further experiments are tried out 
and sound actuarial experience is gained. 


The doctor is reluctant to act as police- 
men in trying to protect insurance funds 
from abuse of too-attractive in-hospital ben- 
efits. He is under frequent pressure by the 
patient and family to arrange hospitaliza- 
tion to get “free x-rays” or similar service 
which the insurance does not offer for a “di- 
agnostic admission.” If he is honest, the pa- 
tient is apt to go elsewhere, or if the in- 
surance claim is rejected, the insurance 
agent explains to the patient that it would 
have been paid if the doctor had filled out 
the claim form “properly.” In either event, 
the doctor is unjustly criticized, and the less 
scrupulous doctor is praised for “looking 
after his patient’s interest.” 


The public logically expects their doctor’s 
advice on health insurance to be reliable, 
but unfortunately most of us have had little 
opportunity to study insurance principles, 
policies, or companies. In his own commun- 
ity, a doctor becomes prejudiced against 
Company A because it rejects so many of 
his patient’s claims, against Company B 
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because the fees for his field of practice ap- 
pear inadequate to what others are allowed, 
against Company C because it refuses to pay 
for accident care at his office when it would 
have paid for it at the hospital emergency 
room, against Company D because they re- 
jected payment for a chest roentgenogram 
in a patient who was hospitalized for duo- 
denal ulcer, against Company E because the 
patient got the money and never paid the 
doctor, against Company F because it pays 
for chiropractic treatments, and so on down 
the list. When the patient asks about a par- 
ticular form of insurance he is contemplat- 
ing, most doctors evade a direct answer, be- 
cause they are as uncertain as the patient. 
Those of us who have worked in the develop- 
ment and supervision of our Doctors’ Plan 
are impressed by the lack of interest on the 
part of many doctors, usually in proportion 
to their lack of understanding of how insur- 
ance operates and their failure to recognize 
its increasing importance in medical prac- 
ticetice. When the doctors in a community 
are convinced that a certain insurance is su- 
perior to others, their open support will soon 
guide their patients to better coverage. So 
long as the public and the doctors are both 
confused, much inferior health insurance 
will be sold, and our patients will suffer. It 
is the inescapable duty of our profession 
actively to guide the further evolution of 
of health insurance toward the goal of ade- 
quate protection without the wastefulness 
which now threatens the future of voluntary 
health insurance. 


Conclusion 

We doctors are now determining whether 
voluntary health insurance will succeed -or 
fail; if we allow it to fail, some form of com- 
pulsory governmental health “insurance” 
will surely take its place. It is the doctor 
who arranges for hospitalization, decides 
which ancillary services are necessary, and 
determines when the patient should be dis- 
charged. The too-attractive benefits of our 
Blue Cross certificates in North Carolina 
are an invitation to abuse, but the complais- 
ance of many doctors is necessary for our 
subscribers to run the admission rate up to 
170 per thousand per year. Every physician 
is a trustee for ALL health insurance funds, 
and too often we are placidly permitting pa- 
tients to abuse their insurance—trivial ad- 
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missions that would not be considered with- 
out insurance, admissions for diagnostic 
studies specifically excluded from insurance 
coverage, prolongation of hospital stay for 
convenience, and so forth. “If abuses are 
permitted to continue, they will doom the 


voluntary prepayment system of medical 
care by making it too expensive for people 
in the low income brackets. Many doctors 
fail to realize this threat and often, wittingly 
or unwittingly, are active instigators of or 
participants in such practices.”’ 


Recommendations 


1. That a companion Doctors’ Plan cer- 
tificate be made available with service bene- 
fits for the middle-income group ($4,000 in- 
dividual and $6,000 family income), incor- 
porating a higher schedule of professional 
fees. 


2. That the income limits for our present 
Doctors’ Plan Certificate be increased for 
the individual from $2,400 to $3,000, and 
for the family from $3,600 to $4,200. 


3. That we doctors recognize our respon- 
sibility in protecting all health insurance 
funds from unjustified hospitalization and 
service claims, thereby reducing the high 
cost of health insurance in our state. 


4. That doctors familiarize themselves 
with the health insurance problems of their 
patients, and openly support the better ad- 
ministered programs. 
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PROPOSED SOCIAL SECURITY 
AMENDMENTS 


_ The longest step yet taken toward the 
complete socialization of this country was 
the action of the House of Representatives 
on July 28, when H.R. 7225 was rushed 
through the House without public hearings, 
under a procedure banning amendments and 
limiting debate to 40 minutes. 

This measure would make all workers 
covered by Social Security eligible for 
monthly benefits if they are totally and 
permanently disabled at or after the age of 
50; it would lower the age at which women 
are entitled to old age insurance benefits 
from 65 to 62; it would extend monthly ben- 
efits for permanently and totally disabled 
children beyond the age of 18, and expand 
compulsory social security coverage to all- 
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self-employed professional groups except 
physicians. And a most important amend- 
ment would increase the tax rate for self- 
employed persons by 34, per cent every five 
years until a maximum of 6%, per cent is 
reached by 1974. For employed persons the 
rate would be increased for both employer 
and employee by 14 per cent—from 2 to 214 
per cent—until by 1974 it would reach a 
maximum of 414 per cent for each, or a 
total of 9 per cent of the employee’s gross 
income‘), 

The minority report of the committee 
pointed out that the tax was on a gross, not 
a net income, and hence would eventually 
be the equivalent of a net income tax of 20 
to 36 per cent of a self-employed person’s 
income of $42,000‘). 

The majority report of the Ways and 
Means Committee qualifies the statement 
that “Your committee has always very 
strongly believed that the system should be 
actuarially sound” by saying. “The concept 
of actuarial soundness as it applies to the 
old-age and survivors insurance system dif- 
fers considerably from this concept as ap- 
plicable to private insurance.” ©) 

To a plain, blunt, non-political doctor 
these statements are contradictory. Just why 
should an agency of the federal govern- 
ment expect to have a more fortunate ex- 
perience than did life insurance companies 
in handing out cash benefits to those certi- 
fied as totally and permanently disabled? 
The Hon. Noah H. Mason, in his statement, 
said that 

In the past when public hearings were held 
on the question of providing disability benefits 
under the social insurance system, members of 
the medical profession, insurance company rep- 
resentatives, and others who have had actual 
experience in administering disability insurance 
have strongly warned against the dangers in- 
herent in this approach. These people are anx- 
ious to be heard before the Nation is committed 
to a program of disability insurance benefits, 
but they have not been given an opportunity. 

This is a further reason why final action should 

not be taken without public hearings‘*). 

Although the administration of the bill’s 
provision would come within the province 
of the Department of Health, Education and 
Welfare, the advice given the committee by 
the then Secretary of the Department was 
completely ignored. In a letter to the Hon. 
Jere Cooper, chairman of the Ways and 
Means Committee, Mrs. Hobby urged 
strongly that “a thoroughgoing review and 
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inquiry into the issue raised by the confiden- 
tial draft [of the Committee’s report on 
H.R. 7225] are essential.”” She then raised 
a number of questions which needed to be 
answered before any change is made in the 
social security system, and said that 
Within the Administration, we have not had 
an opportunity to make a study of the propo- 
sals contained in the confidential draft bill, and 
have particularly not had an opportunity to so- 
licit the views of groups and individuals out- 
side of Government.” (®) 


Dr. J. Duffy Hancock, chairman of the So- 
cial Security Administration Medical Ad- 
visory Committee, in a letter to Mr. Rose- 
well Perkins, Assistant Secretary of the De- 
partment of Health, Education and Welfare, 
said that he was “very much opposed” to 
the proposed measure, and that with two or 
possibly three exceptions the entire commit- 
tee concurred in his opposition.” ” 

Although Mrs. Hobby’s letter was dated 
June 21 and Dr. Hancock’s July 3, both in 
ample time for consideration by the Ways 
and Means Committee, they were evidently 
ignored when the committee railroaded its 
bill through the House on July 28. 

Fortunately, the bill cannot be enated into 
law until it has been passed by the Sen- 
ate. Senator Harry Byrd, chairman of the 
Senate Finance Committee, which will con- 
sider the bill, has promised that public hear- 
ings will be held. It is to be hoped that every 
doctor will write his senators and every 
member of the Finance Committee, and at 
least express the hope that the whole ques- 
tion of Social Security be reviewed care- 
fully before future generations are saddled 
with the crushing tax load that the passage 
of H.R. 7225 would make inevitable. The 
members of the Finance Committee are: 


Democrats 

Harry Flood Byrd of Virginia 
Walter F. George of Georgia 
Robert S. Kerr of Oklahoma 

J. Allen Frear, Jr., of Delaware 
Russell B. Long of Louisiana 
George A. Smathers of Florida 
Lyndon B. Johnson of Texas 
Alben W. Barkley of Kentucky 


Republicans 

Eugene D. Millikin of Colorado 
Edward Martin of Pennsylvania 
John J. Williams of Delaware 
Ralph E. Flanders of Vermont 
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George W. Malone of Nevada 
Frank Carlson of Kansas 
Wallace F. Bennett of Utah 


It might also help to let one’s representa- 
tives know that he was remiss in his duty 
when he allowed Mr. Cooper to violate the 
rules of common decency as well as of de- 
mocracy in forcing through such an impor- 
tant measure without a public hearing. Rep- 
resentatives Deane and Durham were not 
present when the vote was taken, but all 
the other North Carolina representatives 
voted in favor of the bill. Evidently they 
were impressed, as were the signers of the 
minority report, with “the undoubted politi- 
cal attractiveness of all of its proposals’— 
but they should have also agreed with the 
conclusion of the minority report: 


We do not, however, believe that our commit- 
tee has discharged its obligation to either the 
Congress or to the American people by its brief 
and closed-door consideration of this vital legis- 
lation. We have sought to point out the grave 
social and economic implications of the bill. We 
have dwelt at some length upon the staggering 
ultimate costs of this developing program be- 
cause we do not believe that either the Congress 
aa public has any conception of its magni- 
ude. 

It is our earnest hope that the questions we 
have raised will lead thoughtful citizens every- 
where to search for the answers. The Social 
Security system was created to give our people 
confidence and faith in their future. It should be 
above polities(®). 


References 
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* * * 


SCIENCE AND FAITH 


Dr. Vannevar Bush, who will retire Jan- 
uary 1 as president of the Carnegie Insti- 
tution of Washington, in his last report dis- 
cusses the old, old question: Why do scien- 
tists engage in research without any im- 
mediate prospect of a practical application? 
And why are they willing to work on such 
long-range projects with little pay, when 
they could patent inventions that would 
make them rich? 

According to an editorial in the New York 
Times (Dec. 11), Dr. Bush thinks that this 
type of scientist lives by faith, At least he 
still believes in cause and effect. 
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At heart he still believes in cause and effect 
and proves his belief by depending on them in 
his reasoning. For that matter Dr. Bush finds 
that all our reasoning about what we see and 
feel is an act of faith; for the seeing and feel- 
ing and resultant reasoning are “built on prem- 
ises which we accept without proof or the pos- 
sibility of proof.” So for all his materialism a 
scientist has something of the mystic in him. 
He knows that there is more to science than a 
study and an interpretation of the external uni- 
verse—knows that there is some other reality 
within himself. 


Dr. Bush might well have used as a text 
for his valedictory message the scriptural 
verse (Hebrews 11:1) “Now faith is the 
substance of things hoped for, the evidence 


of things not seen.” 
* 


A CHRISTMAS MESSAGE 


It is customary, at this season of the year, 
for most journals to have some editorial 
reference to Christmas. This year it is 
necessary only to refer our readers to page 
594 of this issue, containing Dr. J. P. 
Rousseau’s President’s Message. This JOUR- 
NAL is proud to point to it as a sort of guest 
editorial—and to agree with the small boy 
who, in order to shorten his bed-time rou- 
tine wrote his nightly prayer on a piece of 
paper, attached it to the head of his bed, 
and every night pointed to it, saying, “Them 
is my sentiments.” 


Thank you, Dr. Rousseau, for the best yet 
of your splendid President’s Messages. 
* 


MEDICAL SCHOOL MYTHS* 


Modern methods of communication make 
possible the rapid spread of mythology. Er- 
ror, like truth, has taken to wings. In our 
field of interest, for example, there have 
been developed several myths about medical 
schools. Thus it is alleged that the A.M.A. 
practices a rigorous birth control when it 
comes to the development of new medical 
schools; that only A students can get into 
medical schools; that medical student en- 
rollment has not kept pace with rising pop- 
ulation figures; that most applicants get 
turned down. 

Since 1910 our population has upped 76 
per cent (from 92 to 162 million). Physi- 
cians graduated from approved medical 


*Reprinted from the Journal of the Medical Society of New 
Jersey, September, 1955, page 444. 
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schools have skyrocketed 117 per cent (3165 
in 1910; but 6861 in 1955). If the A.M.A. 
or any other organization is exercising birth 
control here, that job is a pretty poor one! 


The myth about trouble getting into medi- 
cal schools has developed out of this kind 


of statistic: In the 1953-4 year there were 
about 50 thousand applications to medical 
schools, but only about 7500 admissions. So, 
on the face of it, the chance of admission 
would seem to be one in six. But the 50 
thousand applications represented 14,700 
different persons. Since 7500 were admitted, 
the chance of getting in is better than 50- 
50. Only 21 per cent of the accepted appli- 
cants had “A” averages, so apparently the 
medical schools are not looking for a cere- 
bral aristocracy. 


Five completely new medical schools have 
developed since World War II. In 1910 there 
were only 66 approved medical schools; in 
1954 there were 80, an increment of 21 per 
cent in three decades. 


Sure, it is harder to get into a medical 
school than in Arthur Murray’s. But who 
would have it any other way? 

* *” 


DR. DONNELL COBB 


On November 12 Dr. Donnell Cobb of 
Goldsboro passed from this life to Life Ever- 
lasting. He was the third past president of 
our State Society whose earthly career was 
recently ended. Like the others—Dr. James 
W. Vernon and Thurman D. Kitchin—he 
had lived for many years under the Shadow 
of Death. He kept at work until the very 
end, however, and literally died in harness. 

Dr. Cobb was president of our Society in 
1943. He was also a member of the Ameri- 
can Medical Association, the Southern Med- 
ical Association, the American Association 
of Railway Surgeons, the Southern Surgical 
Association, the Southern Society of Clini- 
cal Surgeons, the Tri-State Medical Associ- 
ation, and was a Fellow of the College of 
Surgeons. 


Donnell Cobb was not only an excellent 
surgeon: he was a fine citizen, a loyal 
friend, and a cultured gentleman. He will 
be greatly missed in the years to come. 


To his family this JOURNAL extends heart- 
felt sympathy. 
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A Merry Christmas and a Happy New Year! 


Christmas is a contrasting, cheerful and 
bright spot on the dim horizon because of 
the wonderful spirit of love, tolerance, hum- 
bleness, and reverence it generates in all of 
us. 


December is the month of the year in 
which we should be left free to devote our 
spare time to our families, friends, and loved 
ones ; to meditate and rejoice over the blessed 
season of peace on earth and good will 
toward men. 

My first wish is a Merry Christmas to 
everyone, and especially to every member 
of the Medical Society of the State of North 
Carolina. My second wish is a Happy New 
Year, which follows in just one week. A 
gift of 365 new days to do with as we please 
is a most precious gift to all—rich and poor 
alike. My sincere hope is that the New Year 
will be the very best for you and your pa- 
tients. 

Christmas, like other major events of 
life, has the element of promising us an- 


other chance—a challenge to do better. All 


these events call upon us to take inventory, 
to stop and take stock of our past achieve- 
ments in order to plan better for the fu- 
ture. The past promises nothing more than 
pleasant memories and the assurance that 
regrets, old wounds, scars, grief, and sor- 
row will be healed and forgotten. 

Time is an elusive thing, but one of our 
greatest natural therapeutic agents. There 
is no better treatment for grief and sor- 
row than the passing of time. “When all 
human efforts fail, nature will often pre- 
vail.” 

Too many people feel that money is more 
precious than time. It isn’t really. The Phil- 
adelphia Mint never printed anything as 
precious as a year, a month, a day, an hour, 
or a moment. The moment is the thing that 
gives our life the golden meaning. Time is 
so short that it seems that man spends his 
entire life like the May fly from sunrise to 
sunrise of the following day. Time is like 
a vapor which vanishes with the tomorrow. 
Too often we never realize this truth until 
time has all but run out and there is little 
of it left. Life is short, but the things we 
do in life are eternal, and we do the things 


that are in our heart. We must, therefore, 
guard the heart with diligence, for we know 
not what the issues of life will be. 

Most people, never learn to spend their 
time as well as they spend their money. We 
can make and spend fortunes, and we re- 
make them. This is not possible in the spend- 
ing of time. It can never be remade. We 
actually are not too different from the May 
fly. A child of six looks forward to the day 
when he will be seven. A child in his teens 
looks forward to the day when he will be 
an adult. Before we know it, we are in the 
sunset of our years. Then there will be but 
little to look forward to in the future. Our 
only pleasures will be to look backward to 
the past for fond memories. Time must, 
therefore, be spent in acquiring memories 
which are sweet — memories that bloom, 
rather than memories that are bitter and 
fester in one’s mind. In this way only will 
the strenuous duties of life be an enduring 
pleasure forever. By diligently striving to 
put more useful years in our living, rather 
than more wasteful years in our lives, the 
final event of life may be the most peaceful 
of all events. 

The rapid passing of time recalls a pleas- 
ant day spent with a dear friend on a lake 
fishing. We started with the sunrise. It was 
a lovely day. We had many exciting battles 
with the game fish. There was much friendly 
rivalry and loquacious kidding. All too soon 
the sun was setting behind the hills in the 
west. I said, “It is getting dark. We must 
get out of here while we can still see the 
boat landing.” He said, “Give me your pen- 
cil I want to write a poem.” This is what he 
wrote: 


The years steal my youth away, 
They steal my pleasures, too. 
But the remembrance of them, 
Will half my joys renew. 


All about us we see the feverish spending 
of money to buy a little pleasure. The result 
is much grief, sorrow, hangovers, head- 
aches, sickness, family trouble, and legal 
problems. It is a good thing to have money 
and the things money can buy. But it is a 
good thing to check up and make sure we 
haven’t forgotten things money can’t buy. 
Money can’t buy friendship; it must be 
earned. Money can’t buy a clear conscience; 
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square dealing is the price tag for this. 
Money can’t buy happiness. Happiness is a 
mental attitude, and one may be as happy 
in a cottage as in a mansion. Money can’t 
buy an education, nor can poverty shackle 
a man’s mind. 


In our humble feeble way we must try 
to emulate the “Great Physician,’’ who pos- 
sessed the touch of life. Some professionals 
have it and some do not. Some profesionals 
know the price of everything but the value 
of nothing. Being exposed to “the gravy of 
grateful hearts” might change our opinions 
on the value of things. When a lay person 
feels the touch of life in a professional, he 
willingly entrusts himself to the superior 
knowledge—the perfected skill. It is a life- 
giving force of emotional understanding—a 
faith—the fruit of experience richly de- 
served. 


Physicians are not unlike the rest of man- 
kind. We are members of the great family 
of races, subject to all errors and shortcom- 
ings that man is heir to. We are perhaps 
more favorably blessed than others, by rea- 
son of study, training, skill, and license to 
bring to people the peculiar benefit and 
blessing of the best medical care in the his- 
tory of the world. We are further blessed 
in that we deal 24 hours a day with Ameri- 
ca’s greatest natural resource—people. 


In our trend of thinking and living we 
must not exibit an air of superiority or 
aloofness, but should humble ourselves, as 
members of the human race, whose major 
need is humility and the realization that 
other men’s problems are our problems also. 


Nevertheless, we have the right to be 
proud of our honored profession and its 
achievements. We must cheerfully give the 
public justice and in the same breath de- 
mand justice for ourselves, 


Good Queen Bess of England said in 1591: 


About medicine and doctors neither men or 
angels can hold harmonious or confident opin- 
ions. There is the blessed assurance of the doc- 
tor that his works will follow him, not into the 
grave, but into the lives of his patients. Bene- 
ficaries will rise up and bless him for the lives 
he has saved. A doctor is dead, but in a sense 
a doctor does not die. Patients will flock into 
his office, feeling somehow, that his spirit is 
still there. His room will be taken by another, 
but his mantle will have been taken, too. In 
all confidence his patient’s lives and the lives 
of their loved ones will be brought to his strong 
room, by his students who watch over them. 


JAMES P. ROUSSEAU, M.D. 
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PUBLIC RELATIONS COMMITTEE 
THE ADVANTAGES OF PRIVATE 
MEDICAL CARE 
RAYMOND RANDOLPH 
HENDERSON 


Our amazing American medical system 
has given our people many advantages in 
a comparatively short period. Doctors, nur- 
ses, technicians, scientists — all connected 
with the profession have labored to make us 
a virile and healthy nation. Afflictions are 
rapidly heing conquered. Technological im- 
provements have eliminated typhoid fever, 
pneumonia, smallpox and diphtheria as na- 
tional health problems. Alexis Carrel, Jonas 
E. Salk, Wendell M. Stanley, William McD. 
Hammon, Joseph Erlanger, and numerous 
others—with new wonders like vitamins, 
sulfa drugs, antibiotics and hormones—have 
added many years to the lives of Americans, 
Delicate operations on heart, lungs, brain 
and other vital organs, impossible a few 
years ago, are now commonplace. Poliomy- 
elitis and even cancer may be conquered 
shortly. The United States is the healthiest 
large nation today. How has this amazing 
record been made possible? 

Our heritage of freedom has withstood 
the test of time and enables our people to 
progress. To us the individual with his in- 
herent rights as a free man is more impor- 
tant than government, though it exists only 
to serve, not dominate, the people who sup- 
port it. Free enterprise stimulates private 
doctors to initiative. They have courage and 
enthusiasm as free men to work faithfully 
at healing the sick. “The real miracle of 
American medical progress is the miracle 
of America itself—the motivating power of 
the American spirit, of free men, unshackled 
and unfettered, with freedom to think, to 
create, to cross new frontiers.’’'’) 

Several outstanding advantages are found 
only in this country and a few others, where 
private medical practice exists. We have 
more and better doctors than ever before. 
Our physicians are highly trained in the 
world’s finest medical schools. Tireless ef- 
fort on the part of the American Medical 


Prize-winning essay in high school competition, sponsored 
by the Public Relations Committee, Medical Society of the 
State of North Carolina. 

Frum Grade 12, Henderson High School, Vance Courty, 
North Carolina, 
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Association and medical institutions contin- 
ues to improve the high standards. Expan- 
sion results only when top-quality training 
is available. Students are educated with well 
equipped laboratories, expert teachers. The 
individual student has personalized educa- 
tion. He learns by practicing at bedside and 
in laboratory, has access to many patients 
and wide experience. Complex, intensified 
training results in increasingly better quali- 
fied doctors. Modern facilities and expansion 
programs accelerate output of more doctors. 
The United States has more practicing phy- 
sicians per capita than any other nation. 
Rapid expansion has come without destroy- 
ing quality of education, for the medical pro- 
fession recognizes that the number of doc- 
tors is not of supreme importance. One good 
doctor is worth 10 badly trained—especially 
in matters of life or death. 


Doctor-Patient Relationship 


Proper doctor-patient relation is realized 
under private medicine. We can choose our 
own family doctor, along with the hospital 
and type of treatment desired. With all his 
scientific skill and efficiency, the doctor is 
handicapped who cannot make his patient 
feel comfortable and confident. Intangible 
qualities—kindness, confidence, cheerfulness, 
enthusiasm, stability—bring out the best in 
anyone, make the patient feel relaxed and 
comfortable before his doctor. Better rela- 
tions are built between patient and doctor, 
enabling the doctor to determine all he needs 
to know about the illness. The patient feels 
freer to tell his doctor his worries. Diagno- 
sis is made faster; more effective treatment 
is prescribed. 


The private doctor respects the individual. 
He is familiar with each patient’s back- 
ground and history, and knows what to ex- 
pect. His medical records are kept confi- 
dential. 


Your doctor is a friend who will be at 
your side when going gets rough. His main 
thought is to give unselfishly his services to 
mankind. The private doctor ministers to 
the sick, with no questions about financial 
status. “The prime object of the medical 
profession is to render service to humanity; 
reward or financial gain is a subordinate 
consideration.” Saving lives is the impor- 
tant thing. Under private medicine we trust 
our doctors. To no one else do we extend so 
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much faith except, perhaps, our religious 
leader. Whenever we or our loved ones are 
sick, we have deep feelings of dependence 
on our doctor’s skill, experience and dedica- 
tion. We know he will be on call at all hours. 
Leo E. Brown, public-relations director of 
the American Medical Association, sums it 
up: “Good public relations depend on 
prompt, courteous, efficient service made 
available twenty-four hours a day.’’'*) The 
mail carriers’ famous motto, “Neither snow, 
nor rain, nor heat, nor gloom of night stay 
these couriers from the swift completion of 
their appointed rounds,” may be applied to 
physicians. 


Medical Costs Under Private Practice 


Private practice gives us the right to pre- 
paid medical care—of our own choice. Free- 
dom of choice has resulted in astounding 
growth of voluntary health insurance plans. 
Numbers of people have endorsed these 
plans the past two decades. The keen compe- 
tition among sponsors of insurance plans 
is desirable and truly American. Competi- 
tion provides plenty of the best medical pro- 
tection at the best price. Voluntary health in- 
surance removes financial shock from illness 
or accident, for cost is low. An average 
Plan—guaranteeing approved medical, sur- 
gical and hospital care—costs $2.50 a month 
for an individual and $5.50 for a family, re- 
gardless of size. We have the world’s finest 
medical insurance system. Let’s keep it! 


While costs of necessities have soared, 
medical costs are about the same as in 1939. 
Better techniques enable doctors to shorten 
your illness, so your total doctor bill is less 
than for similar service fifteen years ago. 
Hospital room rates have climbed, but your 
stay is shorter because of improved surgical 
methods, more effective drugs, new equip- 
ment, better over-all care. Therefore, your 
total hospital bill is often lower than ever 
before. Once-expensive drugs now cost less. 
From every angle, you are getting your 
money’s worth in health. 


Disadvantages of Socialized Medicine 

In contrast to the brilliant record of pri- 
vate medicine in this country, stands the 
dismal picture of socialized medicine in 
other countries. Study points out many dan- 
gerous disadvantages of the latter. Sociali- 
zation of medicine is degeneration of free- 
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dom into compulsion. Scientific progress 
stops; in its place spring sets of regulations 
forced on the medical profession by poorly 
informed bureaucrats. Independence of pri- 
vate medicine is destroyed along with 
proper patient-physician relation—a threat 
to health and freedom. 

Socialized medicine gives the people in- 
ferior medical care. Waste and extravagance 
are characteristics of compulsory health 
plans. Towering bureaucracy eliminates 
freedom in choosing one’s doctor, entangles 
doctor and patient with endless red tape 
which gives the physician little time for di- 
agnosis and treatment. The government doc- 
tor’s office is merely a pill mill where noth- 
ing can be done about the doctor who shirks 
his duty. Patients needing careful attention 
are rushed through, the same as hypochon- 
driacs and goldbricks. 

Costs of socialized medicine always soar 
far above estimates. Myriad nonmedical ad- 
ministrators are required in the burdensome 
system. Government siphons off huge 
amounts of tax money needed for the sick. 

Medical tax would only make matters 
worse for the already over-taxed American 
people. “It would be just as if, in treating 
a man needing a transfusion, we took two 
pints of blood out of one arm and put one 
pint back into the other.’’‘*) Let us not be 
deceived by a false promise of something- 
for-nothing. Ask any American veteran who 
has experienced the assembly-line medical 
care of Army “sick call” if he wants the 
same regimentation, the waste of time and 
effort, for the whole country. His answer is 
simple: Medicine and politics don’t mix. 

Compulsory medicine invades sacred 
rights and privacy of individuals. Case his- 
tories of patients are handed to local boards; 
gossip results. Everything about the ail- 
ments is known to the public, especially in 
small towns. No matter how much this dis- 
gusting situation is resented by the popu- 
lace, nothing can be done about it, for, once 
political medicine is accepted, government 
never relinquishes power. Would you want 
your medical affairs in the hands of a local 
board of political appointees? 

National compulsory health insurance 
leads to ultimate socialization of the nation. 
Small breaches made in the wall of freedom 
by socialized medicine widen until the flood 
of socialization devours all industry, busi- 
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ness, religion, art, culture. “Social Security 
when carried to the extreme of socialized 
medicine finally becomes social insecur- 
ity.”") The fundamental precept of commu- 
nism, laid down by Lenin himself, is that 
socialized medicine is the keystone in the 
arch of the Socialistic State. Slowly but 
surely freedom is taken away. Suddenly re- 
alization dawns that every vestige of it is 
gone and, once lost, can never be recovered. 
The grass may look greener on the other 
side of the fence, but it seldom is. 


Conclusion 


Our promising future can become real 
only while our doctors stay free. They are 
working hard clearing up inadequate dis- 
tribution of doctors in rural sections and 
inability of the indigent to pay for medical 
services. They need the help of us all with 
these and other troubles. Everyone should 
stay alert and busy, for this is the way to 
preserve proper doctor-patient relationship, 
independence of medicine — indeed, our 
American way of life. It is our duty to co- 
operate with our medical profession so we 
may continue to enjoy the many advantages 
of private medical care. 
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Social medicine. Humanist though I am, and 
wholehearted supporter of the thesis that Medicine 
should be made 100 per cent available to the people, 
I have never been quite convinced that the notior 
underlying the new branch of it which has been 
called Social Medicine has justified. No colleague 
of mine brought a clearer mind to bear on most 
things that he handled than John Ryle, the first 
professor of social medicine in this country. But | 
could never rid my mind of the thought that Ryle 
got this thing mixed up with his political views, 
which were markedly socialistic—Horder, L.: Fifty 
Years of Medicine, New York, Philosophical Li- 
brary, 1954, p. 19. 


Film Catalogue Available 
Medical societies and individual physicians seek- 
ing information on current films available either for 
professional or lay groups should write to the 
A.M.A.’s Committee on Medical Motion Pictures 
_ a copy of its latest catalog of medical and health 
ms. 
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COMING MEETINGS 


North Carolina Public Health Association, An- 
nual Meeting—Charlotte, May 31, June 1. 

American College of Surgeons, Sectional Meet- 
ings—Jacksonville, January 16-18; Philadelphia, 
Pennsylvania, February 13-16; Milwaukee, Feb- 
ruary 27-29; Colorado Springs, Colorado, March 
5-7; Little Rock Arkansas, March 12-13; Edmon- 
ton, Alberta, April 23-25. 

University of Florida, Tenth Annual Midwinter 
Seminar on Ophthalmology and Otolaryngology— 
Miami Beach, January 16-21, 

Council on Industrial Health, American Medical 
Association, Sixteenth Annual Congress on Indus- 
trial Health—Detroit, Michigan, January 23, 24. 

American College of Radiology, Annual Meeting 
—Chicago, February 10, 1956. 

New Orleans Graduate Medical Assembly—Mu- 
nicipal Auditorium, New Orleans, February 27-29. 

American Academy of General Practice, Eighth 
Annual Scientific Assembly—Washington, D. C., 
March 19-22. 


NEWs NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


The nursing picture in North Carolina is brighter 
right now than at any time in the past, and it will 
continue to improve, F. Ross Porter, Duke Hos- 
pital superintendent, predicted recently. ; 

“North Carolina has been successful in pulling 
ahead of most other states in this respect,”’ Porter 
declared at a reunion of Duke Hospital adminis- 
trative graduates who now hold responsible posts 
throughout the nation. 

Porter, former president of the N. C. Hospital 
Association, is now delegate-at-large of the Ameri- 
can Hospital Association. 


The North Carolina Pediatric Society held its 
annual winter meeting at Duke University, Nov- 
ember 18-19. 

Dr. Jerome S. Harris, professor and chairman of 
pediatrics at Duke, presided at the Friday session, 
which included scientific papers by Dr. Judson 
Van Wyk, of the University of North Carolina; Dr. 
Horace L. Hodes, New York City; Dr. C. Nash 
Herndon, Bowman Gray School of Medicine, Wins- 
ton-Salem; Dr. Jay M. Arena, Duke; and Dr. Doris 
Howell, Duke. 

Topics covered included the cause and control of 
diarrhea, carriers of inherited disease, poison con- 
trol, hematology, adrenal hyperplasia, treatment of 
acute polio, evaluation of growth and development, 
and acute nephritis. 

Saturday’s speakers were Dr. Weston Kelsey, 
Bowman Gray; Dr. James L. Wilson, Ann Arbor, 
Michigan; Dr. Nelson K. Ordway, University of 
North Carolina; and Dr. William deMaria, Duke. 
Dr, Edward C. Curnen, University of North Caro- 
lina, presided. 

Dr. Charles F. Williams, of Raleigh, is vice pres- 
ident of the Society, and Dr. William Hersey Davis, 
Jr., Winston-Salem, is secretary-treasurer. 

* * 
Two Duke University specialists, Dr. E. Charles 


Kunkle, neurologist, and Dr. Ewald W. Busse, 
psychiatrist, described what the medical profession 
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knows about headaches, migraine in particular, 
during a national television program, “Medical 
eee: which originated in Durham on Decem- 

r 5. 

Sponsored by Ciba Pharmaceutical Company in 
cooperation with the American Medical Association, 
the program is telecast weekly from medical cen- 
ters throughout the nation, and is carried coast-to- 
coast on the ABC-TV network from 9:30 to 10 p.m. 


NEWs NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


A regional research conference of the American 
Psychiatric Association was held in Chapel Hill 
on Thursday and Friday, November 17-18, with 
participants from the southeastern states. 

The Department of Psychiatry of the U.N.C. 
School of Medicine made arrangements for the 
gathering, which included panel sessions on “Drug 
Therapies,” “The Therapeutic Relationship,” and 
“Social Science Concepts and Techniques in Psy- 
chiatric Research.” 

Visiting authorities appearing on the program 
included Dr. Robert N. Butler of National Insti- 
tute of Health, Bethesda, Maryland; Dr. J. Ross 
Hague, V. A. Hospital, Gulfport, Mississippi; Dr. 
Harold Ashbury, University of Virginia Hospital 
Charlottesville; Dr. Harold I. Lief, Tulane Univer- 
sity; Dr. Carl A. Whitaker, Atlanta, Georgia; and 
Dr. Stanley L. Olinick, Washington, D. C. 

* 2k 


Dr. A. T. Miller, professor of physiology, Univer- 
sity of North Carolina School of Medicine, at- 
tended a teaching symposium on the Basic Sciences 
in Aviation Medicine at the School of Aviation 
Medicine, Randolph Field, Texas, on November 
14 and 15. This was the first of a projected series 
of symposiums on the role of the medical schools 
in training future physicians in those aspects of 
medicine essential for national defense. These 
symposiums are sponsored by the Medical Educa- 
tion for National Defense program, in which some 
15 medical schools are currently participating. 

* 


Dr. E. P. Hiatt, associate professor of physiology, 
attended the annual meeting of the American 
Heart Association in New Orleans, October 22-26, 
where he participated in the Scientific Sessions and 
served as a delegate from the North Carolina 
Heart Association to the General Assembly. 

* as 


Dr. William J. Cromartie, associate professor of 
bacteriology and medicine, was guest speaker at a 
meeting of the Gamma Chapter of Alpha Epsilon 
Delta in Wake Forest on November 15, 1955. Dr. 
Cromartie is adviser of the local North Carolina 
Beta Chapter of Alpha Epsilon Delta, National 
Premedical Honor Society. 

ok 


Dr. Nelson K. Ordway, professor of pediatrics, 
was elected vice-chairman of the Pediatrics Divi- 
sion of the Southern Medical Association at the 
Association’s annual meeting in Houston, Texas, 
November 14-17, 1955. 


*x* * * 


Dr. K. M. Brinkhous, George Penick, and Cecil 
Hougie of the Pathology Department, of the U.N.C. 
Medical School, attended the Conference on Plate- 
lets of the National Research Council in Washing- 
ton on November 18 and 19. Dr. Brinkhous, chair- 
man of the National Research Council Panel on 
Blood Coagulation, was co-chairman of the con- 
ference. 
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Dr. Leroy W. Bowersox, a medical graduate of 
the University of California, joined the Pathology 
Department November 1 as an assistant resident 
in pathology. Dr. Bowersox has recently completed 
a tour of duty in the Army Medical Corps. 

* ok 


Dr. Christopher T. Bever and Dr. Lucie Jessner of 
the Department of Psychiatry currently are teach- 
ing at the Washington Psychoanalytic Institute on 
a part-time basis, having been appointed to the 
teaching staff of the Institute several months ago. 
Dr. Bever, who is director of the Psychiatric Out- 
patient Clinic, conducts a course in “Dream In- 
terpretation”; Dr. Jessner, who is head of the 
Child Psychiatry Unit, holds a seminar on “Child 
Development” at the Institute. The professors fly 
to Washington, D. C. bi-monthly. 


* * 


Three doctors of the University of North Caro- 
lina School of Medicine presented papers at the 
Southern Medical Association meeting in Houston, 
Texas, on November 15-18: Their names and sub- 
jects follow: 

Dr. Charles Flowers, Associate Professor of Ob- 
stetrics-gynecology — “An Evaluation of Sodium 
Pentothal for Delivery” 

Dr. David A. Davis, professor of surgery—‘Doli- 
trone—A New Intravenous Anesthetic: A Prelim- 
inary Report” 

Dr. H, Robert Brashear, Assistant Professor of 
Surgery—“Pigmented Villonodular Synonitis.” 


* 


Dr. Claude A. Tait, assistant resident in anesthe- 
siology presented a paper on December 6 before the 
New York State Medical Society of Anesthesiology. 
The paper was entitled “Some Clinical Impressions 
of Dolitrone, A New Intravenous Anesthetic Drug.” 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


At the meeting of the Southern Medical Asso- 
ciation last month, Honorable Mention was given 
the exhibit of Dr. David Cayer, professor of gas- 
troenterology at Bowman Gray, and Drs. Julian 
Ruffin, John Atwater, and Benjamin Oren of the 
Duke University School of Medicine. The exhibit, 
“Uleer Pain: Mechanism of Relief by Anticholi- 
nergic Drugs,” was prepared by the Department of 
Medical Illustration at Bowman Gray. 

Approval has been granted the Bowman Gray 
School of Medicine to establish a Sigma Xi Club, 
and the 11 charter members recently held their 
organization meeting, electing as president Dr. 
Richard L. Burt, instructor in obstetrics and gyne- 
cology; vice president, Dr. Manson Meads, asso- 
ciate professor and director of the Department of 
Preventive Medicine; and secretary-treasurer and 
chairman of general arrangements, Dr. Norman 
M. Sulkin, associate professor of anatomy. Monthly 
scientific sessions are planned, and will be open to 
interested scientists and engineers. 

* ok 


Dr. Harold D. Green, professor and director of 
the Department of Physiology and Pharmacclogy, 
recently attended the Fifth Conference on Shock 
and Circulatory Homeostasis of the Josiah Macy 
Foundation in Princeton, New Jersey. Dr. Green 
served as editor of the Proceedings of these con- 
ferences for the past five years. Dr. Green also took 
part in a panel, “Cardiac Physiology,” at the meet- 
ing of the New York Society of Anesthesiologists. 
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Dr. Frank R. Lock, professor and director of the 
Department of Obstetrics and Gynecology, was 
among the 10 lecturers selected this year to parti- 
cipate in the Symposium on Obstetrics and Gene- 
cology of the Twenty-seventh Annual Stuart Me- 
Guire Lecture Series, held at the Medical College 
of Virginia. Dr. Lock spoke on “The Menopause 
and Menopausal Syndrome” and the “Medical and 
Surgical Complications in Obstetrics.” 

Dr. Manson Meads has returned to his duties as 
associate professor and director of the Depart- 
ment of Preventive Medicine, following two years 
in the Far East under assignment of the Interna- 
tional Cooperation Administration as an adviser in 
medical education. 

* * 

Early this month Dr, C. H. Mauzy, associate 
professor of obstetrics and gynecology, participated 
in the program of the Florida Obstetrics and Gyne- 
cology Society meeting in Miami. He spoke on 
“Postoperative Care” and “Solid Ovarian Tumors” 
in the first session, and “Urinary Stress Incon- 
tinence in Women” at the second session. 

Dr. Ernest H. Yount, professor and director of 
the Department of Internal Medicine, spoke before 
the Buncombe County Medical Society last month 
on “Medical Management of Thyroid Disease.” 

* * ok 

A series of lectures and conferences, sponsored 
by the three North Carolina schools of medicine 
and the Radiologic Section of the Medical Society 
of North Carolina, were held on December 7. Dr. 
Erik Lindgren of Sweden, editor of Acta Radio- 
logica, was guest lecturer. 


NORTH CAROLINA PUBLIC HEALTH 
ASSOCIATION 
The North Carolina Public Health Association 
has announced a change in the date for its meet- 
ing in 1956. The meeting will be held on May 31 
and June 1 in Charlotte. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Gould Anderson, chief of Medical Services 
of Oak Ridge Institute of Nuclear Studies, addressed 
the Forsyth County Medical Society at its monthly 
meeting held on December 13 in Winston-Salem. 
His subject was “Some Consideration in the Treat- 
ment of Patients with Incurable Neoplasms.” 


NEWS NOTES 


Dr. Norman Boyer has announced the opening 
of his office for the general practice of medicine 
and surgery at 26 West Jordan Street, Brevard. 

ok 


The Navy Department has announced the pro- 
motion of Dr. Charles Bunch from the rank of 
Commander to Captain. Dr. Bunch is a member of 
the Medical Society of the State of North Caro- 
lina and the Mecklenburg County Medical So- 
ciety, and practiced surgery in Charlotte before 
transferring to the regular Navy in 1949. He is 
now in Raleigh with the Office of Naval Officer 
Procurement. 


Dr. Samuel Dace McPherson, Jr., of McPher- 


son Hospital, Durham, has announced his return 
to the practice of ophthalmology followixg his re- 
lease from the United States Navy. 
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AMERICAN COLLEGE OF SURGEONS 
Southeastern Region 

The first of six sectional meetings scheduled by 
the American College of Surgeons for 1956 will be 
held at the Hotel George Washington, Jackson- 
ville, Florida, January 16-18. The surgical pro- 
gram will cover the ulcer problem, injuries to the 
spinal cord, biliary tract surgery, esophageal re- 
construction with colon transplant, pancreatitis, 
ureteral injuries, arterial occlusions and aneurysms, 
a symposium on gynecology, and many other sub- 
jects. 
: Dr. Kenneth A. Morris is chairman of the local 
advisory committee on arrangements. For hotel ac- 
comodations write the Hotel George Washington. 

A complete schedule of meetings will be found 
under “Coming Meetings.” 


CONGRESS ON INDUSTRIAL HEALTH 


The sixteenth annual Congress on Industrial 
Health, under the joint sponsorship of the Council 
on Industrial Health of the American Medical 
Association, the Wayne County Medical Society, 
the Michigan State Medical. Society, the Michigan 
Industrial Physicians’ Club, and the Detroit So- 
ciety for Surgery of Trauma, will be held at the 
Sheraton-Cadillac Hotel in Detroit on January 23 
and 24, Principal speakers will be Dr. Elmer Hess, 
President of the A.M.A., and Benson Ford, vice 
president of the Ford Motor Company. 

Among the general topics to be discussed are 
“Occupational Medicine in Industrial Relations,” 
“Medicine’s Responsibilities in the Automotive 
Age,” and “Absence from Work Due to Nonoccu- 
pational Illness and Injury.” At the annual dinner 
on Monday, January 23, the annual award will be 
made to a physician who has made an outstanding 
contribution to the welfare and employment of the 
nation’s physically handicapped. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 


After confining its activities for 21 years to the 
State of Illinois, Missouri and Iowa, the Mississippi 
Valley Medical Society is expanding to include the 
states of Minnesota and Wisconsin. This action was 
taken at the annual meeting of the officers, direc- 
tors and trustees held at Quincy, Illinois, on Nov- 
ember 20. The two new states will be headed by the 
newly created offices of vice president from Minn- 
esota, to which Dr. Waltman Walters of the Mayo 
Clinic, Rochester, Minnesota, and vice president 
from Wisconsin, to which Dr. Arnold S, Jackson of 
the Jackson Clinic, Madison, Wisconsin, have been 
elected. Dr. Walters is the chief editor of the 
A.M.A. Archives of Surgery, and Dr. Jackson, the 
president of the U. S. Chapter of the International 
College of Surgeons. 

The expansion program gives the M.V.M.S. all 
the states in the upper and central portion of the 
Mississippi Valley bordering on the Mississippi 
River. Furthermore this entire group of states has 
the meetings of their respective state medical so- 
cieties in the spring. Since the M.V.M.S. has always 
held its meeting in the early fall, the meeting does 
not ‘conflict with the respective state societies and 
the A.M.A. meetings. 

The M.V.M.S. with headquarters at Quincy, 
Illinois, was organized at Quincy in 1935 and was 
incorporated not-for-profit in Illinois the same 
year, It has never had any salaried officers, and 
every dollar received goes back into the organiza- 
tion to provide more attractive meetings and to 
expand its activities. The twenty-first annual meet- 
ing will be held at the Hotel Morrison, Chicago, 
next September 26, 27, 28. 
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AMERICAN ACADEMY OF GENERAL PRACTICE 


More than 5,000 of the nation’s family doctors 
will attend the Eighth Annual American Academy 
of General Practice Scientific Assembly, March 
19-22, 1956, in the Washington, D. C., Armory. 

During the four-day scientific meeting, the doc- 
tors will hear 26 outstanding speakers discuss im- 
portant subjects ranging from cardiac emergencies 
to primary wound repair. They will visit more 
than 60 scientific and 250 technical exhibits. High 
lights of the program, which has taken more than 
a year to plan, include two live clinics, a sympos- 
ium on obstetrics and an address by Surgeon Gen- 
eral Leonard Scheele. Special tours through the 
National Institute of Health, Bethesda, Maryland, 
have been arranged. 

The Academy’s policy-making Congress of Dele- 
gates will convene at 2 p.m., Saturday, March 17. 
All sessions of the Congress and many social func- 
tions will be held in the Hotel Statler. 

Wednesday evening, March 21, following induc- 
tion ceremonies for Academy President-elect J. S. 
DeTar, M.D., Milan, Michigan, more than 3,000 
guests will attend a President’s reception and 
dance honoring John R. Fowler, M.D., Barre, 
Massachusetts, president of the Academy. 

The doctors’ wives may attend a coffee hour-hat 
show and a luncheon-fashion show. They may also 
take interesting tours of the nation’s capitol. A 
special children’s tour will include visits to the 
Federal Bureau of Investigation office, the Capi- 
tol Building, the Washington Zoo, and the Smith- 
sonian Institute. 


AMERICAN COLLEGE OF RADIOLOGY 


Dr. Samuel W. Donaldson of Ann Arbor, Michi- 
gan, and Dr. Eugene P. Pendergrass of Philadel- 
phia, Pennsylvania, will be awarded the Gold 
Medal of the American College of Radiology, high- 
est honor of the national medical organization, in 
recognition of the outstanding contributions during 
their careers to this medical specialty. 

A spokesman for the College Board of Chancel- 
lors, governing body of the medical association, 
stated that Drs. Donaldson and Pendergrass would 
be presented the Gold Medals at ceremonies dur- 
ing the annual meeting of the College, February 
10, 1956, in Chicago. Dr. Pendergrass is a native 
of Florence, South Carolina, and took his first two 
years of medicine at the University of North Car- 
olina, receiving his M.D. degree from the Univer- 
sity of Pennsylvania in 1918. 


JOHN AND MARY R. MARKLE FOUNDATION 


For the first time in its history, the income of 
the Markle Foundation exceeded $1,000,000. Of 
this, the sum of $660,000 was appropriated toward 
support of 22 Markle Scholars in Medical Science 
on the faculties of medical schools in the United 
States and Canada, to enable them to become es- 
tablished in teaching and research. Among the 22 
medical schools receiving these five-year grants, 
each amounting to $30,000 and payable at the rate 
of $6,000 a year, were those at Johns Hopkins 
University, Washington University, Laval Univer- 
sity, Yale University, University of Utah, Bow- 
man Gray School of Medicine of Wake Forest Col- 
lege, and Western Reserve University. 

The largest single grant made during the year, 
was $100,000, given to Stanford University to as- 
sist in consolidating its medical school on the Stan- 
ford campus. 

The John and Mury R. Markle Foundation, 
named for John Markle, Pennsylvania coal opera- 
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tor and his wife, was established in 1927. The assets 

‘are now approximately $19,000,000. John M. Rus- 
sell is executive director. Since 1947 the fund’s 
chief program has been support of Markle Scho- 
lars in Medical Science, selected faculty members 
planning careers in teaching and research in medi- 
cal schools, 
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The Month in Washington 


If advance signs mean anything, the Ei- 
senhower Administration next year can be 
expected to ask Congress for substantially 
more money for medical research, both di- 
rect research by scientists on the U.S. pay- 
roll and grants to others. 

Currently the federal government is 
spending more money on medical research 
than at any time in history—almost $98 
million through the National Institutes of 
Health alone. In addition, other millions are 
being spent on medical research in the De- 
partment of Defense, Veterans Administra- 
tion, and other agencies. Much of it is diffi- 
cult to isolate in the federal budget. 

A special committee named by the Na- 
tional Science Foundation at the request of 
former Secretary Hobby has been at work 
for some time on an appraisal of HEW’s 
medical research programs. Its report, due 
before the reconvening of Congress, should 
be valuable to both the administration and 
the appropriations committees. 

A few examples of what is happening this 
year: 

National Cancer Institute has $24.8 mil- 
lion to spend, about three million more than 
last year, with two-thirds going out in 
grants to non-federal reseachers. National 
Heart Institute also is working on a much 
more liberal budget, $18.7 million in con- 
trast to last year’s $16.6 million. Because 
of the spectacular publicity now being given 
to heart research as a consequence of Presi- 
dent Eisenhower’s illness, it is a foregone 
conclusion that next year this institute will 
get a great deal more money. 

The Mental Health Institute is profiting 
by the largest single increase of any re- 
search operation, almost $4 million, from 
$14.1 to $18 million. Here again the pros- 
pects are for a substantial increase next 
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year; problems of mental health are re- 
ceiving much public attention, a situation 
that will not be ignored by Congress. Fur- 
thermore, the nationwide survey of mental 
health problems now about to get under way 
will point up the shortcomings in mental 
health research, and be an additional argu- 
ment for more U.S. dollars. 


All the other research institutes also 
shared in last session’s Congressional gen- 
erosity. The Institute of Arthritis and Met- 
abolic Diseases has about $2.5 million more, 
$10.7 million instead of the $8.2 million of 
last year. The Institute for Neurological 
Diseases and Blindness went from $7.6 mil- 
lion to $9.86 million, the Microbiological In- 
stitute from $6.1 million to $7.5 million, and 
the Dental Health Institute from $1.9 to 
$2.1. 


As has been customary with recent Con- 
gresses, Senate and House this year actually 
voted more money for medica! research than 
the Bureau of the Budget permitted Public 
Health Service to request. That may not be 
the situation when appropriation bills come 
up next session. Secretary Folsom of the De- 
partment of Health, Education, and Wel- 
fare did not take office until Congress was 
about to adjourn last summer, but since 
then he has repeatedly gone on the record 
in favor of even greater U.S. expenditures 
for research. In October Mr. Folsom de- 
clared: 


“... Today we find new problems and 
new opportunities. We find that heart dis- 
ease, and cancer and arthritis, are taking 
an increasing toll. And so today as a na- 
tion we are changing our lines of battle to 
fight this increase in chronic and major dis- 
eases. All the facts point to one great need. 
It is the need for more research—to learn 
how these chronic diseases are started, so 
they can be prevented; to learn to detect 
them in the early stages, so they can be 
cured. 


Again in November, addressing a confer- 
ence on antibiotics, Mr. Folsom struck the 
same key, only this time more firmly. After 
noting that the U.S. now is spending over 
12 times more on medical research than it 
was spending in 1946, he declared: “We 
must seriously consider making even more 
funds available for medical research to 
bring even greater benefits to humanity.” 
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Notes 


The Joint Congressional Committee on 
the Economic Report may have some health 
legislation to offer next year as a result of 
a study of the problems of the low-income 
family, including methods of paying hos- 
pital, physician, and drug bills. 


* * 


The medical and criminal problems con- 
nected with narcotic addiction have occu- 
pied the attention of two Congressional 
groups between sessions, subcommittees of 
the Senate Judiciary Committee and the 
House Ways and Means Committee. The lat- 
ter is particularly worried over abuses it 
claims to have discovered in the use of bar- 
biturates and amphetamines. 

* * 


Dr. Frank B. Berry, assistant Defense 
Secretary for Health and Medical Matters, 
in his annual report warns that the doctor 
procurement problem again may become 
acute, despite last summer’s two-year ex- 
tension of the act. He said the Department 
may not be able to obtain all the older phy- 
sicians it needs because of the amendment 
barring the drafting of men over 35 if they 
have applied for a medical commission and 
been rejected on purely physical grounds. 
Also, Dr. Berry thinks the ratio of 3 phy- 
sicians per 1,000 of troops may be too nar- 
row a margin for safety. 


Classified Advertisements 


STATE HOSPITAL AT BUTNER. Positions 
available for young active practitioners, psy-. 
chiatric experience desirable but not essential. 
Good living and working conditions. Please 
write in the first instance to: The Medical Su- 
rcp State Hospital at Butner, Butner, 


WANTED—Assistant Resident Ophthalmolog- 
ical Service, N. C. Memorial Hospital, Chapel 
Hill, N. C. Address inquiries to: Chief, Division 
of Ophthalmology, Department of Surgery, 
School of Medicine, U.N.C., Chapel Hill, N. C. 


WANTED—Locum tenens one month, January, 
1956, during vacation. Orthopedic Residency. 
Write, call C. H. Frazier, Charity Hospital, 
New Orleans. 


Few students of the problem today doubt that the 
current sharp decline in deaths from tuberculosis is 
due in great measure to modern methods of preven- 
tion and therapy. — Esmond R. Long, M.D., The 
Fielding H. Garrison Lecture, Bull. Hist. of Med. 
(July-Aug.) 1954. 
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BOOK REVIEWS 


Present Day Psychology. Edited by A. A. 
Roback. 995 pages. Price, $12.00. New 
York: Philosophical Library, Publishers, 
1955. 


This book, edited by A. A. Roback, is an excel- 
lent survey of contemporary psychology. It is com- 
posed of contributions from 40 experts, each ex- 
plaining his own area of specialization. Roback 
separates his material into five divisions: Topical 
Departments, Branches, Dynamic and Clinical 
Psychology, Methods, and Borderlands and Human- 
istics. He then proceeds with a logical arrangement 
of the chapters, which display a surprising amount 
of unity considering the rather wide variety of 
contributors. This is evidently achieved to a great 
extent by the foresight of the author in construct. 
ing his editorial directives as well as by the ar- 
rangement of subject matter. 


The author is to be complimented for his bravery 
in including controversial material such as para- 
psychology and psychology of religion. This indi- 
eates an admirable lack of bias, which is not gen- 
erally characteristic of classical American psy- 
chologists. 

This book will probably find its greatest attrac- 
tion not in the field of psychology itself, but 
rather in the allied professions. It is rather “heavy” 
for popular consumption and for those professions 
too far removed from psychology whereas any 
well trained psychologist will probably be familiar 
with most of the subject matter covered. 


Pediatric Gynecology. By Goodrich S. 
Schauffler. Ed. 3. 218 pages. Price, $7.50. 
Chicago: The Year Book Publishers, 1953 


When a pediatrician or a general practitioner 
is confronted with a gynecological problem in one 
of his little patients, he is usually glad to turn 
the little girl over to a consultant whom he con- 
siders better qualified to treat the condition—unless 
indeed it is an apparently simple case of vaginal 
discharge. Unfortunately, this is not always feasi- 
ble, for geographic or other reasons. Furthermore, 
it can be distinctly harmful to subject a child to 
the emotional trauma attending treatment in a 
set-up designed for adult gynecology. And, besides, 
it is not easy to find a careful scientific treatment 
in a department of medical knowledge a little 
outside of the usual. 

So it was with keen satisfaction that this re- 
viewer discovered Pediatric Gynecology, by Good- 
rich Schauffler. Illustrated with photographs, 
drawings, diagrams, microscopic cross-sections, and 
x-ray plates, it takes up the subject with a 
thoroughness and completeness that is unexpected 
but most acceptable. Every aspect of the subject 
from embryology through surgery is treated ex- 
haustively, but never exhaustively; and the bear- 
ing of anatomy, endocrinology and physiology are 
clearly brought out. 

What is even more noteworthy is the manner in 
which the emotional angle of every situation con- 
nected with treatment of the little patient is dis- 
cussed. And, something not too frequently en- 
countered in pediatric literature, the emotional 
reaction of the parents, with its effect upon the 
youngster, is carefully diagnosed and evaluated. 
The false modesty of the parents, which compli- 
cates the task of the physician, and frequently 
changes what would have been a simple medical 
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or surgical situation into a highly dangerous emo- 
tional problem that may have lasting pernicious 
effects upon the little patient, is analyzed, with 
suggestions for handling it in a way that will do 
the least possible harm. 

Two very valuable contributions are the chap- 
ters entitled “Social Connotations and Social Service 
Aspects” and “Medicolegal Aspects.” Such matters 
as getting the child’s story, uncomplicated by par- 
ental distortions; institutionalization versus foster 
home care; and agencies to which the physician may 
turn for help, are among the practical points 
brought out in the first of these chapters. The 
duties as well as the necessary steps for self-pro- 
tection for the doctor involved in the troublesome 
cases involving rape, assault, age of consent, and 
other confusing subjects that can pack so much 
trouble for the incautious practitioner, are meticu- 
lously taken up in the last chapter. Many a legal 
tangle will be avoided by readers who study this 
chapter attentively. 

The teaching skill of the faculty member of the 
University of Oregon Medical School, and the 
writing experience of the editor of the Western 
Journal of Surgery, Obstetrics and Gynecology, are 
plainly evident in this very helpful volume. It can 
be heartily recommended to gynecologists, pedia- 
tricians and general practitioners. 


Child Behavior. By Frances L. Ilg, M.D., and 
Louise Bates Ames, Ph. D. Price, $3.95. 
New York: Harper and Brothers, 1955. 


In the profusion of books on child management 
issuing from the publishers these days, it is quite 
unusual to find the presentation of a fact or a 
principle that is really new, and that has not been 
discussed in other volumes. There is such a fea- 
ture in Child Development,” by Frances L. Ilg, 
M.D., and Louise Bates Ames, Ph.D. It is a prin- 
ciple which, if understood and acted upon, will 
enormously simplify the task of anyone dealing 
with the child from 2 to 10 years of age. So strik- 
ing is it that it was discussed in the leading article 
of Collier’s Magazine shortly after publication. 

This helpful feature is the recognition that a 
child normally progresses through several age 
levels or stages, not steadily and uninterruptedly, 
but with alternations of “good” and “bad,” as his 
elders would express it. The authors, from their 
years of experience with mothers and children in 
the former Yale University Medical School Clinic 
of Child Development, and the Gesell Institute of 
Child Development, and as mothers themselves, 
describe this very differently. They say that there 
are “ages when the child seems to be in better bal- 
ance with himself and his world,” and that these 
“alternate with ages when he appears to be unhap- 
py and confused within himself and also at cross- 
purposes with much of the outside world.” 

For example, the child who takes his food docilely 
at a year, may make a shambles of his eating a few 
months later. The youngster who was so easy to 
manage at 2 is quite normal when at 2% he wants 
to do everything himself, without assistance, and 
whenever he pleases, spurning directions or help, 
from anyone. 

At 3 he calms down, while at 3% he is insecure 
and troubled again—and his parents, needless to 
say, are troubled and insecure too! And so it goes, 
happy and peaceful periods alternating with 
troublesome, exasperating stages again and again 
in the years that follow. But while they state aver- 
age ages for these transitions, the authors insist that 
se are by no means to be anticipated by the cal- 
endar. 

An understanding of these rhythms and their in- 
evitability, on the part of parents, does away with 
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much of the uncertainty and false emphasis so of- 
ten placed upon “discipline” of the unvarying, 
unsympathetic kind, and helps them to be patient as 
they watch their child develop. 

After explaining the different body types and 
explaining how heredity as well as environment 
shapes temperament and personality, the authors 
apply the principles they have laid down and ex- 
plained, and relate them to the various depart- 
ments of child conduct—eating, sleeping, elimina- 
tion, posture, sex behavior, fears, and a thousand 
and one other facets of child behavior. Movies, 
comics, radio, TV, all are interpreted in relation to 
the basic trends explained so fully in the early 
part of the book. 

The whole feeling throughout is one of encourage- 
ment for parents. Unlike so many books that leave 
fathers and mothers overcome with a sense of their 
unworthiness and inefficiency, this one leaves them 
with a feeling that they can be masters of a dif- 
ficult situation. With the help of their pediatrician 
or family physician, they can decide matters sen- 
sibly and wisely, without being swayed by meddle- 
some advisers who are not to be depended upon. 


Should the Patient Know the Truth? Edited 
by Samuel Standard, M.D., and Helmuth 
Nathan, M.D. 160 pages. Price, $3.00. New 
York: Springer Publishing Company, Inc., 
1955. 

This book is composed of 24 contributions by phy- 
sicians representing various branches of medicine, 
nurses, ministers of all faiths, and lawyers. As 
might be expected, there are 24 different opinions 
expressed — varying from Dr. Standard’s “The 
answer must be no, if the knowledge of the truth 
will diminish his chances for recovery,” and Henry 
Cave’s “In the majority of instances, I am not in 
favor of telling the patient the truth,” to Dr. 
Wangensteen’s “Unconditionally, Yes.” 

The book will perhaps help, in the words of the 
late Woodrow Wilson, to clarify one’s thinking on 
this important subject. The reader, however, will 
be left with the realization that he must be his 
own judge in each individual case. There are ways 
of letting a patient know by degrees that his con- 
dition is serious and that his prognosis is poor, 
without dealing him the knock-out blow of being 
too brutally frank. Herein one needs to practice 
the real art of medicine. 


Perinatal Mortality in New York City, Re- 
sponsible Factors. A Study of 955 Deaths. 
By the Subcommittee on Neonatal Mortal- 
ity, Committee on Public Health Relations, 
The New York Academy of Medicine. Ana- 
lyzed and Reported by Schlwyler G. Kohl, 
M.S., M.D., Dr. P. H. 112 pages. Cam- 
bridge, Massachusetts: Harvard Univer- 
sity Press, 1955. 

The New York Academy of Medicine is to be 
congratulated on condensing an extensive statis- 
tical survey of 955 perinatal deaths in the city of 
New York into a mere 100 pages, with a minimum 
of statistics provided in the individual chapters. 

The statistical tables are sufficiently condensed 
to be quite readable for the average reader. The 

k conderns itself primarily with the preventable 
fagtors in the 955 deaths. 

The studies indicate that at least 35 per cent of 
the perigatal deaths are preventable. The preven- 
table facto’s, by and large, were associated with 
errors in medical judgment or technique, unquali- 
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fied medical attendants, unsatisfactory pediatric 
care, faulty prenatal care, and neglect on the part 
of the family. 

A brief description of the methodology is pre- 
sented in the first two chapters, The deaths are 
then related to the various factors of responsibility 
as previously indicated, the obstetric care re- 
ferring particularly to hospital and professional 
service. Maternal complications, analgesia, anes- 
thesia, type of delivery, cause of death, and time 
of the mortality are likewise considered in separate 
chapter headings. 


Polio Pioneers: The Story of the Fight 
Against Polio. By Dorothy and Philip Ster- 
ling. Illustrated with Photographs by My- 
ron Ehrenberg and the National Foundation 
for Infantile Paralysis. 128 pages. Price, 
$2.75. Garden City, New York: Doubleday 
& Company, 1955. 


In this book about the age-long fight against 
poliomyelitis, the author and illustrators prove that 
authentic scientific research can make as fasci- 
nating a story for young readers as the imaginary 
exploits of a Captain Video or a Superman. Boys 
and girls who participated in the field trials of the 
Salk vaccine are here given an opportunity to 
learn about the many things that had to be dis- 
covered or learned before Dr. Salk could work out 
his formula. In the course of the story they will 
come to appreciate the part played by innumerable 
doctors, scientists, and laboratory technicians from 
many lands. And, in a larger sense, they may see 
how the scientific method is applied to the complex 
problems of disease. 

Dorothy Sterling, a former staff member of Life, 
and her co-author husband, at present with the 
publicity department of CBS Radio, have the ability 
to make a complex subject comprehensible to young 
readers. The photographs by Myron Ehrenberg 
effectively high light the text. 

Young people who are interested in what polio 
is, what causes it, and what may prevent and 
someday cure the disease would be fortunate to 
have this book placed in their hands. 
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Iu Memoriam 


Harvey Bryan Wadsworth, M.D. 


Dr. Harvey Bryan Wadsworth, 68, a native of 
Craven county and long a leading New Bern phy- 
sician, died of coronary thrombosis on Thursday, 
September 1, in St. Luke’s Hospital in New Bern. 
Dr. Wadsworth was the son of the late Edward W. 
and Elizabeth Bryan Wadsworth. He was born in 
the Fort Barnwell section of Craven County. He 
graduated from the University of North Caro- 
lina in 1909 and then attended Columbia Univer- 
sity in New York. The following two years, he 
taught school in Wilson, North Carolina. He then 
attended Johns Hopkins Medical College in Balti- 
more, where he received his degree in medicine in 
1919. 

After serving his internship at Johns Hopkins 
Hospital, Dr. Wadsworth came to New Bern to be- 
gin the practice of medicine with Dr. R. S. Prim- 
rose in 1920. He was chief of staff of St. Luke’s 
Hospital in New Bern. 

He is survived by his wife, Mrs. Grace Martin 
Wadsworth, and one daughter, Miss Sarah Poole 
Wadsworth. He was an honorary member of the 
Medical Society of the State of North Carolina. 


Rockefeller Names Dr. Klumpp To New 
Rehabilitation Council 

Theodore G. Klumpp, M.D., president of Win- 
throp-Stearns Inc., a pharmaceutical manufacturer 
here, has been appointed a member of the National 
Advisory Council on Vocational Rehabilitation, a 
new Federal agency organized to restore the na- 
tion’s handicapped to useful lives. 

The appointment was made for a four-year term 
by Nelson A. Rockefeller, Acting Secretary of the 
Department of Health, Education and Welfare, 
under terms of the Vocational Rehabilitation Act 
of 1954. Enacted unanimously by both Houses of 
Congress, the Act is the second to be passed in 
President Eisenhower’s four-point national health 
program. 

Long active in the drug industry, he is president 
of the National Pharmaceutical Council, vice presi- 
dent of the American Drug Manufacturers’ Associ- 
ation and past president of the American Pharma- 
ceutical Manufacturers’ Association. 
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Abdominal Trauma, Nonpenetrating [Webb] 79 

Abdominoscrotal Hydrocele: A Case Report [Williams] 64 
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Gangrene of the Leg in an Infant [Margolis] 61 

Gantrisin, Acetyl, Therapy, The Results of, in One Hundred 
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Report of a Case with Postmortem Observations [Wiggins] 


520 

Polyposis, Intestinal, Associated with Abnormal Pigmenta- 
tion of the Mucous Membranes and Skin: Peutz-Jagher’s 
Syndrome [Sohmer and Cayer] 217 

Post-Cholecystectomy: A Clinical Syndrome [Marston] 577 

Pregnancy, Carcinoma of the Breast Complicating, Keport of 
an Eight-Year Cure of [Marshall] 544 

Pregnancy, Ectopic, The Diagnosis of: 
Reports [Garber] 136 

Pregnancy, Pre-toxemia of [Caldwell] 130 

Pregnancy, Thromboplastic Complications of [Donnelly and 
Kearns] 39 

Pregnancy, Toxemia of, Hydatidiform Mole and 
and Bumgarner] 219 

Pregnant Uterus, Rupture of, with Presentation of 7 Cases 
(Parker, Parker, and Fuller] 119 

Pregnant Uterus, Rupture of the, with Presentation of 7 Cases 

Premature Separation of the Placenta, Current Concepts Re 
garding the Management of [Brantley] 540 

Preoperative Care and Premedication [Ausherman] 492 

Pre-Toxemia of Pregnancy [Caldwell] 130 

Pruritus Vulvae (Parker, Jones, and Thomas] 570 

Psychiatry, Preventive, The Physician's Role in [Howell] 28 

Psychological Clinics, School: The Preschool Psychological 
Clinie [Grassi] 171 


A Review and Case 


[Gahwyler 
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Public Health, Chronic Diseases—A Joint 
Private Practice and [Norton] 200 
Public Health, Obesity and the [Bryan] 254 
Public Health Significance, Leptospirosis: Its 
Public Opinion, Doctors and [Rousseau] 503 J 
Pulmonary Arteriovenous Aneurysm [Deaton and Lund] 164 
Pulmonary Embolism [Elfmon] 395 
Pulmonary Infections in Children, 
Some [Peters and Manly] 204 


Responsibility of 


[Humbert] 406 


Surgical Management of 


Retrolental Fibroplasia—See Fibroplasia, Retrolental 
Rooming In [McBryde and Davison] 159 


Salk Poliomyelitis Vaccine, North 
Committee on the, 267—C&0O 

Salk Poliomyelitis Vaccine, The Probable Iniluence of, on 
Reported Poliomyelitis in North Carolina [Greenberg and 
Cameron ] 391 

Salicylate Compounds, Therapeutic Misuse of, with Resulting 
Intoxication: A Report of 2 Cases in Infaney [Keith] 141 

School Psychological Clinics: The Preschool Psychological 
Clinic [Grassi] 171 

Sick People, Some Problems of Talking to [Shands) 52 

Sinusitis in Children [Gordon] 485 

Skin, Abnormal Pigmentation of the Mucous Membranes anc, 
ae Polyposis Associated with [Sohmer and Cayer] 
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1 

Smallpox in North Carolina, Early North Carolina Medicine: 
[Long] 497 

Snakebite Wounds in Dogs, Early Excision and Suction of 
{Parrish] 93 

Sodium Lactate, Contraindications to the Use of Large 
Amounts of [Kelsey] 97 

Some Problems of Talking to Sick People (Shands) 52 

Speech Defects, Common, in Children [Ormandy] 115 

Splenic Flexure Syndrome, The [Spaeth] 49 

Sterilization—The North Carolina Program [Advisory Com- 
mittee to the North Carolina State Board of Pub’ie Wel- 
fare] 71—C&O 

Stilbamidine Treatment 
Odom] 222 

Surgery, Ocuiar, The Use of Chlorpromazine in [Byerly, Mur 
ray, Winter, and Vitols] 470 

Surgical Management of Some Pulmonary Infections in Chil- 
dren [Peters and Manley] 204 

Synovial Origin, Tumors of [Abdin] 210 


of Tic Douloureux [Woodhall and 


Temporal Lobe, The [Strobos] 563 


Terramycin, Treatment of Pinworm in Children with [Ben- 
bow] 185 

Thrompolastic Complications of Pregnancy [Donnelly and 
Kearns] 39 

Tic Douloureux, Stilbamidine Treatment of [Woodhall and 


Odom] 222 

Toxemia—See also Pre-Toxemia of Pregnancy 

Toxemia of Pregnancy, Hydatidiform Mole and [Crowell] 1) 

Trauma, Abdominal, Nonpenetrating [Webb] 79 

Tubal Ligations, A Five-Year Survey of [Gobb'e, Petty, and 
Donnelly] 133 

Tuberculosis in Children, Trends in the Management of [Ver- 
hoeff and Peck] 511 

Tumors of Synovial Origin [Abdin] 210 


Version, Podalic, and Extraction, The Place of, in Obstetrics 
Today [Leary] 83 


Uleer, Gastric, Duodenal Obstuction Due to Annular Pan- 
creas in a Patient with Co-existing [Sohmer and Giass] 169 

Ulcers, Chronic, Leg, A Method of Treating [Barefoot] 101 

Urinary Tract Infection, The Results of Acetyl Gantrisin 
Therapy in One Hundred Patients with [Garvey and Straw- 
cutter) 63 

Uterus, Pregnant, Rupture of the, with 
Cases [Parker, Parker, and Fuller] 119 

Urology—-See Urinary Tract 


Presentation of 7 


Vulvae, Pruritus [Parker, Jones, and Thomas] 570 
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Bahnson, Dr. Henry, An Orchid for, 150 
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Bonner, Dr. Kemp, P. B., 

Britain, Medicine’s Changing Face in, 266 


Christmas Message, A, 598 

Christmas Toys, Eye Injuries from, 550 

Cobb, Dr. Donnell, 593 

Constructive Suggestions for a Federal Budget, 103 
Contributions, Scaring, out of People, 149 
Cortisone Versus Aspirin, 502 


Death Rate, Lowest—Highest Number of Births, 70 

Drug Prices, Need for Public Understanding of, 31 

Duke Hospital Admissions Pass the Half Million Mark, 70 
Duke's Silver Anniversary, 266 


Easter Seals Are Symbols of Hope, 104 
Eye Injuries from Christmas Toys, 550 


Federal Budget, Constructive Suggestions for a, 103 


General Practice Prior to Specialization, 265 


Health Insurance, Government, in Japan, 414 

Hill, Dr. Millard, Elected Vice President of 
Medical Association, 228 

Horderisms, 502 


the American 


Interlingua, 500 


Japan, Government Health Insurance in, 414 


Kitchin, Dr. Thurman D., 414 


Lowest Death Rate—Highest Number of Births, 70 


Medical Practices, 264 

Medical Research Foundation, United, 548 

Medical School Myths, 593 

Medical Society of the State of North Carolina 
One Hundred and First Annual Session, 187 


Academy of Psychosomatic Medicine, 419 

American Academy of General Practice, 114, 600 

American Board of Clinical Chemistry, 274 

American Board of Obstetrics and Gynecology, 420 

American Cancer Society, North Carolina Division, 418, 554 

American College of Allergists, 114 

American College of Chest Physicians, 275, 284 

American College of Gastroenterology, 157, 273, 420 
Southern Region, 114 

American College of Radiology, 235, 421, 600 

American College of Surgeons, 35, 421, 600 
American Conference of Governmental and 
gienists, 194 

American Congress on Physical Medicine and Rehabilitation, 
38 

American Dermatological Association, 275 

American Hearing Society, 76, 158, 235, 420, 510 

American Industrial Hygiene Association, 158 

American Institute of Dental Medicine, 114 

American Medical yams 84, 77, 112, 154, 198, 
272, 288, 419, 509, 
The Month in Washington, 86, 78, 117, 197, 287, 276, 390, 422, 
601 

American Medical Education Foundation, 235, 420 

American Medical Writers’ Association, 285, 274, 510, 558 

American Pharmaceutical Manufacturers Association, 610 

American Proctologic Society, 194 

American Red Cross, 35 

American Society of Plastic and Reconstructive Surgery, 113 

American Urological Association, 274 

Armed Forces Institute of Pathology, 77 

Association of Life Insurance Medical Directors, 557 

Association of Military Surgeons, 284 

Auxiliary to the American Medical Association, 193 

— to the Medical Society of the State of North Caro- 
na 

Program of the Thirty-Second Annual Session, 109 
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Transactions of the Thirty-Second Annual Session, 423 
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Medicine’s Changing Face in Britain, 266 


Need for Public Understanding of Drug Prices, 31 
Needed: A Clear Focus on Tuberculosis, 550 
~—— Physicians to be Admitted to the State Medical Society, 


New Year’s Resolution, 32 
No Appeasement, 500 
Norton, Dr. Roy, Honored, 70 


Obesity, The Problem of, 150 

One Hundred and First Annual Session, The, 187 
Editorial Notes, 189 

Optometry Executive Council Apologizes, The, 70 


Personal Equation in Research, The, 414 
Physicians Urged to Report Use of Salk Vaccine, 265 
Polio Vaccine, Salk, Found Effective, 148 


Re-evaluation of Sulfonamide Therapy, A, 414 
Research, The Personal Equation in, 414 


Salk Polio Vaccine Found Effective, 148 

Salk Vaccine, Physicians Urged to Report Use of, 265 
Scaring Contributions out of People, 149 

Science and Faith, 592 

Scientists Appeal for Abolition of War, 413 

Should State Taxes Be Lowered, 32 

Social Security Amendments, Proposed, 591 

South Carolina Journal’s Fiftieth Anniversary, 280 
Specialization, General Practice Prior to, 265 
Spiritual Rebirth Urged, A, 31 

State Medical Society, Negro Physicians to be Admitted to, 189 
State Society Memberships, New, Reduced July 1, 228 
Sulfonamide Therapy, A Re-evaluation of, 414 


Taxes, State, Should, be Lowered? 32 
Taylor, Dr. Frederick R., 550 

Times Change—Or Do They? 228 
Tuberculosis, Needed: A Clear Focus on, 550 
United Medical Research Foundation, 548 
Vernon, Dr. James, 279 


War, Scientists Appeal for Abolition of, 413 
WCUNC-TV—Channel, 4, 69 


Yoo Yoo—A New Synonym for G. O. K., 104 


Blue Shield Medical Care Plans, 194, 278 
eg Gray School of Medicine of Wake Forest College, 
53, 599 


Caleb Fiske Fund, 420 


Calvert School for Home-Bound Studeats, 194 
Cancer Chemotherapy National Committee, 236 
Coming Meetings, 38, 74, 110, 151, 190, 233, 270, 282, 417, : 
5538, 598 

Committees and Organizations, 71, 229, 
Conference on Rural Health (State) 33 
Congress on Industrial Health, 600 
Congress on Medical Education and Licensure 38 
County Societies, 83, 76, 112, 154, 192, 272, 283, 418, 


Duke University School of Medicine, 33, 76, 110, 152, 
270, 282, 418, 509, 598 


Emory University School of Medicine, 272, 41% 
Endocrine Society, 283 


Fiske Fund, 420 
Florence Crittenden Home, 153 
Forsyth County Cancer Symposium, 33 


267, 504 


554, 599 


190, 233, 


Gaston Memorial Hospital Medical Symposium, 553 
Gill Memorial Eye, Ear and Throat Hospital, 76 
Greensboro Academy of Medicine, 76 


Hamilton College, 236 

Harvard University School of Public Health, 35 
Health Insurance Council, 275 

Hebrew Medical Journal, 157 

Hospital Food Service Institute, 192 
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Institute of Life Insurance, 158 
International College of Surgeons, 76 
International Congress of Otolaryngology, 236 


Joint Blood Council, 555 
Keeley Institute, 192 
Louisiana State University School of Medicine, 114 


Markle Foundation, 35, 155, 600 
Medical Society of the State of North Carolina 
Advisory Committee to the North Carolina State Board of 
Public Welfare, 71, 267 
Alphabetical List of Fellows for 1955, 
August issue 
Committee to Study and Make Recommendations Concern- 
ing the Question of Admission of Qualified Negro Phy- 
sicians to Membership in the Medical Society of the State 
of North Carolina, 229 
Committees, Supplement to the August issue 
Maternal Welfare Committee, 504 
Maternal Deaths in North Carolina, 38, 115, 198, 288, 268 
421, 506 
Officers, Supplement to the August issue 
One Hundred and First Annual Session 
President’s Address, 199 
Program, 105 
Transactions, 285 
Executive Council Meetings, 297 
General Sessions, 879 
Historical Data, 286 
House of Delegates, Sessions of the, 3808 
Index to Reports and Resolutions, 285 
President's Message, 190, 268, 281, 416, 508, 551, 594 
7 of Fellows by Counties--Supplement to the August 
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Supplement to the 


Mississippi Valley Medical Society, 76, 274, 510, 557, 600 

Nalle Clinic Foundation, 110, 153 

National Foundation for Infantile Paralysis, 420 

National Multiple Sclerosis Society, 155, 273, 420 

National Rural Health Conference, 34 

National Society for Cripple Children and Adults, 610 

National Vitamin Foundation, 557 

New Hanover County Medical Symposium, 272 

New York Academy of Medicine, 274 

News Notes, 38, 112, 154, 234, 272, 288, 418, 599 

North Carolina Academy of General Practice, 417 

North Carolina Advisory Committee on Salk Poliomyelitis 
Vaccine, 267 

North Carolina Dietetic Association, 192 

North Carolina Division, American Cancer Society, 418, 554 
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North Carolina Mental Hygiene Society, 1538 
North Carolina Public Health Association, 599 
North Carolina Rural Health Conference, 33 
North Carolina Society for Crippled Children and Adults, 234 
North Carolina Society of Anesthesiologists, 417 
North Carolina State Board of Health, 153, 234, 272, 509, 552 
Accident Prevention Section, 192 
North Carolina State Board of Medical Examiners, 33, 110, 
153, 243 
North Carolina State Board of Public Welfare 
North Carolina Statewide Safety Conference, 192 
North Carolina Surgical Association, 234, 554 
North Carolina Tuberculosis Association, 153, 234, 554 


Pan American Association of Ophthalmology, 157, 284 
Pan American Sanitary Bureau, 558 
Public Relations Institute (A.M.A.), 272 


Raleigh, Academy of Medicine, 507 
Resident Physician, 421 
Rural Health Conference, 33 


Seminar on Industrial Health, 76 
Society for the Prevention of Asphyxial Death, 158 


South Atlantic Association of Obstetricians and Gynecolo- 
gists, 112 
Southeastern Allergy Association, 76 


Southeastern Surgical Congress, 34 
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Southern Pediatric Seminar, 154 
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Standard Nomenclature Institute, 273 
Student American Medical Association, 155 
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Tobacco Industry Research Committee, 275, 610 
Trudeau School of Tuberculosis, 157 
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University of Florida Seminar on Ophthalmology and Oto- 
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University of North Carolina School of Medicine, 74, 111, 151, 
191, 238, 271, 282, 507, 553, 598 

U.S. Air hash 115, 237, 278 

U.S. Atomic Energy Commission, 115, 158, 287, 558 

U.S. Department of the Army, 115, 158, 195, 278, 462, 558 

U.S. Department of Health, Education and Welfare, 38, 115, 
158, 195, 278, 462 


Veterans Administration, 77, 115, 197, 236, 278, 284, 462, 558, 


Watts Hospital Medical and Surgical Symposium, 83 
Winston-Salem Heart Symposium, 282 
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mones, 277 
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Tarnter, M. L., anp Atmy, T. P.: The Colon: Its Normal and 


Abnormal Physiology, 277 
Primer of 
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NATIONAL SOCIETY FOR CRIPPLED CHILDREN 
AND ADULTS 


Dean W. Roberts, M.D., of Baltimore, Maryland, 
nationally known medical administrator, physi- 
cian and leader in the field of public health, has 
been appointed executive director of the National 
Society for Crippled Children and Adults, it is 
announced by Edgar Kobak, New York, president. 

Dr. Roberts, since 1952 director of the pioneering 
national Commission on Chronic Illness, suce 
Lawrence J. Linck, who has been executive direc- 
tor of the National Society since 1945. He will take 
over his duties as soon as he is able to fulfill his 
responsibilities in completing the work of the com- 
mission. 


UNITED CEREBRAL PALSY 


A new discovery that the protective sheath of 
certain nerve fibers is formed in a spiral pattern, 
much as insulating tape is wound around electric 
wire, was reported by a young woman scientist at 
a Research Symposium held in connection with the 
Sixth Annual Convention of United Cerebral Palsy 
in Boston last month. 

The scientist, Dr. Betty Ben Geren, research as- 
sociate on the faculty of Harvard Medical School 
and associate pathologist at Children’s Medical 
Center, Boston, explained that her observations 
were made largely with the aid of an electron mi- 
croscope which magnifies objects up to 20,000 times 
their original size and also with polaroid light and 
x-ray diffraction. Her observations were made on 
embryos of chicks, mice, and to a limited degree on 
human specimens. 

Her discovery is a major scientific breakthrough 
into a little-known area of the nervous system and 
may have far-reaching implications for a number 
of neurological disorders, including cerebral palsy, 
it was explained by Dr. Glidden L. Brooks, medi- 
cal director of United Cerebral Palsy. 


* * 


Various ways in which nature’s “family blue- 
print” can cause irreparable damage to the deve- 
loping nervous system were described today by a 
number of Boston scientists at a research sympos- 
ium held in connection with the annual convention. 

Such basic studies, financed or co-supported by 
United Cerebral Palsy, are intended to throw new 
light on the nature and function of the central ner- 
vous system. Damage to this system produces cere- 
bral palsy. 


CENTER FOR MASS COMMUNICATION 


A completely revised, sound version of the film, 
“Development of the Gastro-Intestinal Tract,” has 
just been released by The Center for Mass Com- 
munication of Columbia University Press. The 35 
minute film, in color, was produced by Joseph J. 
McDonald, M.D., professor of clinical surgery at 
the College of Physicians, Columbia University, 
and at present the dean of medical faculty at the 
American University of Beirut, Lebanon. 

Prints in 16mm for use by medical schools are 
available either for rental or purchase exclusively 
from The Center for Mass Communication, of Col- 
umbia University Press, New York 25, New York. 
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AMERICAN PHARMACEUTICAL 
MANUFACTURERS’ ASSOCIATION 


Leaders of the fields of government, industry, 
medicine, education and journalism participated in 
the three-day meeting of the American Pharmaceu- 
tical Manufacturers’ Association, held in New 
York, December 12-14. 


TOBACCO INDUSTRY RESEARCH COMMITTEE 


Research grants approved by the Tobacco In- 
dustry Research Committee in the last year passed 
the $838,000 mark today with the announcement 
of new grants to 19 scientists and renewal of nine 
previous grants. 

The new grants and renewals total more than 
$355,000, said Timothy V. Hartnett, chairman of 
the committee, which sponsors research into to- 
bacco use and health by independent scientists at 
recognized hospitals, laboratories, and medical 
schools throughout the country. The committee has 
set up a $1,000,000 research fund and has pledged 
more support as the need develops. 

Grants are made by the committee upon recom- 
mendation of a Scientific Advisory Board of nine 
noted doctors, scientists, and educators who direct 
the committee’s research program and policy. 
Chairman of the board and also scientific director 
of the committee is Dr. Clarence Cook Little, head 
of the Roscoe B. Jackson Memorial Laboratory at 
Bar Harbor, Maine. 

The Tobacco Industry Research Committee, 
formed in 1954 to support independent scientific 
research into tobacco use and health, is comprised 
of representatives of tobacco manufacturers and 
associations of growers and warehousemen. The 
committee also provided a fund of $25,800 to spon- 
sor fellowships in 1955 for medical students into 
basic and experimental sciences. 


VETERANS ADMINISTRATION 


For the fiirst time in medical history, Veterans 
Administration will make an extensive evaluation of 
mental patient care to determine what types of 
treatment and hospitals best promote the improve- 
ment or recovery of its psychiatric patients and 
the relative costs. 

VA, which has one of the nation’s largest psy- 
chiatric patient loads under a single medical man- 
agement, said the preliminary phases of the 
pioneering project have been started. The study 
will continue for five years, with probably 15 of 
VA’s 40 neuropsychiatric hospitals participating, 
according to Dr. Jesse F. Casey, director of psy- 
chiatry and neurology Service. 


Long-term veteran patients, some hospitalized 20 
years or more, will be concentrated in special sec- 
tions of Veterans Administration hospitals for a 
new program of “all-out” specialized treatment to 
promote their recovery or to prevent further loss 
of body and mind functions. 

Termed an advanced concept in the care of 
chronically ill veterans, the intermediate program, 
as it is known, is underway in 30 VA hospitals and 
will be expanded to others as rapidly as they qual- 
ify, Dr. William S. Middleton, Chief Medical Di- 
rector, said. 

Dr. Middleton explained that the functions of 
the program is to provide active rather than cus- 
todial care for those long-term patients in the VA 
hospital system who no longer need definitive hos- 
pital treatment, cannot return home, and lack the 
capabilities necessary for the new planned-living 
program in VA domiciliaries, 
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PRO-BANTHINE® IN DUODENAL ULCER 


> 


Cross section of active duodenal ulcer. 


Dramatic Remission of Ulcer Pain 


Pain of ulcer is associated with 
hypermotility; the pain is relieved when abnormal 
motility is controlled by Pro-Banthine. 


Tn studying! the mechanism of ulcer pain, it is 
obvious that there are at least two factors which 
must be considered: namely, hydrochloric acid 
and motility. 

“*.,. our studies indicate that ulcer pain in the 
uncomplicated case is invariably associated with 
abnormal motility. ... 

“Prompt relief of ulcer pain by ganglionic 
blocking agents . . . coincided exactly with cessa- 
tion of abnormal motility and relaxation of the 
stomach,” 

Pro-Banthine Bromide (8-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide, 
brand of propantheline bromide) is a new, im- 
proved, well tolerated anticholinergic agent which 
consistently reduces hypermotility of the stomach 
and intestinal tract. In peptic ulcer therapy? 
Pro-Banthine has brought about dramatic remis- 
sions, based on roentgenologic evidence. Con- 
currently there is a reduction of pain, or in many 
instances, the pain and discomfort disappear 
early in the program of therapy. 


One of the typical cases cited by the authors? 
is that of a male patient who refused surgery 
despite the presence of a huge crater in the duo- 
denal bulb, 

“This ulcer crater was unusually large, yet on 
30 mg. doses of Pro-Banthine [q.i.d.] his symp- 
toms were relieved in 48 hours and a most dra- 
matic diminution in the size of the crater was 
evident within 12 days.” 

Pro-Banthine is proving equally effective in the 
relief of hypermotility of the large and small 
bowel, certain forms of pylorospasm, pancreatitis 
and ureteral and bladder spasm. G. D. Searle & 
Co., Research in the Service of Medicine. 


1. Ruffin, J. M.; Baylin, G. J.; Legerton, C. W., Jr., and 
Texter, E. C., Jr.: Mechanism of Pain in Peptic Ulcer, 
Gastroenterology 23:252 (Feb.) 1953. 


2. Schwartz, I. R.; Lehman, E. ; Ostrove, R., and Seibel, 
J. M.: A Clinical Evaluation of a New Anticholinergic 
Drug, Pro-Banthine, Gastroenterology 25:416 (Nov.) 
1953. 
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HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 


ASHEVILLE 


NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—lInsulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.B., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 


Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


@ Insole extension and 
of heel where support is mos 
®@ Special Supreme rubber heels are longer than 
most anatomic heels and maintain the appearance 
of normal shoes. 
@ The patented arch support construction is guaran- 
teed not to break down. 
@ Innersoles are guaranteed not to crack, curl, or 
collapse. Insulated by a special layer of Texon which 
also cushions firmly and uniformly. 
@ Foot-so-Port lasts were designed and the shoe con- 
struction engineered with orthopedic advice. 
@ NOW AVAILABLE! Men’s conductive shoes. 
N.B.F.U. specifications. For surgeons and operating 
room personnel. 
@ By a special process, using plastic positive casts 
of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 
Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe Company, Oconomowoc, Wis. 


Compliments of 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


65 Haywood Street 
ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 
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when patients complain of itching, 
scaling, burning scalps—or 


when you spot these symptoms 


of seborrheic dermatitis—you can 


be sure of quick, lasting control 


when you prescribe 


SELSUN 


for your 


seborrheic 


dermatitis 


patients 


controls 81-87% of all seborrheic 
dermatitis, 92-95% of all dandruff 
cases. Once scaling is controlled, 
SELSUN keeps the scalp healthy for 


one to four weeks with simple, 


pleasant treatments. In 4-fluid- 


ounce bottles, available on 


prescription only. Abbott 


® SELSUN Sulfide Suspension / Selenium Sulfide, Abbott 
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Patients on “Premarin” 
therapy experience prompt 
relief of menopausal symptoms 
and a highly gratifying 
“sense of well-being.” 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


JAMES W. VERNON, M. D. E. H. E. TAYLOR, M. D. J. T. VERNON, M. D. 
A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 
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NICOZOL relieves senile psychoses and cerebral arteriosclerosis, including 
mild loss of memory, mental confusion and deterioration, and 
abnormal behavior patterns. 


Rehabilitation and release from public 
and private psychiatric institutions 
treating such disorders is possible. 
NICOZOL has been proved* safe 
and simple, as well as practical 
and inexpensive, and may be 
used with confidence to treat 
ambulatory cases. 
*Reterence: Levy, S., Pharmacological Treatment of Aged Patients 
in State Mental Hospitals, J.A.M.A., 153:14, Pages 1260- 
1265, Dec. 5, 1953. 
Available in capsules and elixir - ask your pharmacist. 


Samples and literature will gladly be sent upon request. 


SPECIALTIES, 


NORTH CAROLINA INDUSTRY 
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“Those poor devils 


USTACHIOED, bulky and calm, Jack 
M Philip stood on the bridge of the 
U.S.S. Texas, watching his gunners pour 
fire into the Spanish men-of-war fleeing 
Santiago harbor. 

Only a few days before, another American 
ship had accidentally fired at the Texas. 
Philip had responded by signalling : “Thanks, 
good line, but a little over.” 

Now enemy shells were whistling over his 
head from desperate vessels doomed to de- 
struction. As the Texas raced past the flam- 
ing, riddled Vizcaya, that Spanish battleship 
exploded. 

Instantly, a great victorious shout sprang 
up on the Jexas. But Captain Philip quickly 
silenced it: 

“Don’t cheer, men; those poor devils are 
dying.” 

A bold captain who ran a happy ship, Jack 
Philip was already something of a friendly 
hero to his men. But this one sentence, more 
than all his bravery, made him a hero of 
the Spanish-American War to millions of 
Americans. 

For Americans prize gallantry. Gallantry 
is part of the great heritage — part of the 
strength — of the American people. And 
today, it is this strength—the strength of 
165 million Americans — which forms the 
real guarantee behind one of the world’s 
finest investments: United States Series E 
Savings Bonds. 

That’s why it’s such a good idea for any 
American to buy Savings Bonds regularly 
and hold on to them. Start today! 


* * * 


It’s actually easy to save money—when you buy 
Series E Savings Bonds through the automatic 
Payroll Savings Plan where you werk! You just 
sign an application at your pay office; after that 
your saving is done for you. The Bonds you re- 
ceive will pay you interest at the rate of 3% per 
year, compounded semiannually, when held to 
maturity. And after maturity they go on earning 
10 years more. Join the Plan today. Or invest in 
Savings Bonds regularly where you bank. 


Safe as America — US, Savings Bonds 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation with the 


Advertising Council and the Magazine Publishers of America. 
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You Don't Have 
That Much Patience, Doctor... 


‘ . « - and you won’t have many patients left, if you 
a, keep trying to collect past-due accounts the hard way! 

There is an easy way to have your past-due accounts 
collected, and see your ex-patients become patients again. 
Your MEDICAL-DENTAL CREDIT BUREAU treads on 
no-one’s toes, They collect your money in an ethical, cour- 
teous manner that promotes good public relations (in fact, 
the only form of advertising you get, Doctor). 

There are many assets to be gained by simply calling 
in your nearest MEDICAL-DENTAL CREDIT BUREAU. 
The sooner you call or write for full information, the 
quicker you'll recover those past-due accounts. 

Call or write today! 


MEDICAL- DENTAL CREDIT BUREAUS 


Greensboro—216 Commerce Place—Phone 3-8255 Lumberton—I15 W. Second Street—Phone 3284 
High Point—513 Security Bank Bldg.—Phone 3955 Raleigh—715 Odd Fellows Bidg.—Phone 3-9012 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


ESTABLISHED 1911 


~ WESTBROOK SAN ATORIUM 


private psychiatric hospital em- Staff PAUL VY. ANDERSON, MD. 
Pres 


ident 


ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
4 Medical Director 
ment procedures—clectro shock, in- JOHN R. SAUNDERS, MD. 
sulin, psychotherapy, occupational and 
THOMAS COATES, MD. 
Associ: 


recreational therapy—for nervous and 
; JAMES K. HALL, JR, MD. 
mental disorders and problems of Associate 


addiction. R. H. CRYTZER, Administrator 
P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under 


our staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


a good buy in 
public relations 


place 
today’s health 
in your reception room 


AMERICA'S 
AUTHENTIC 


Give your order to a member of your local Medical 
Auxiliary or mail it to the Chicago office. 


TODAY'S HEALTH 


PUBLISHED MONTHLY BY THE 
AMERICAN MEDICAL ASSOCIATION 


535 NORTH DEARBORN * CHICAGO 10 
SPECIAL Please enter (J, or renew (J, my subscription for the 
_ HALF-PRICE RATES FOR period checked below: 
PHYSICIANS, 
MEDICAL STUDENTS, INTERNS STREET. 
city 
CREDIT WOMAN'S AUXILIARY OF COUNTY 


04 YEARS... $4.00 [)2 YEARS...%96.90 $2.50 
YEARS...$@.50 $3.25 YEAR ....$2:Q0 $1.50 


ZONEW—STATE 
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XXIX 


YOU CAN’T SLEEP INCORRECTLY ON IT! 


AVOID THE ‘'SLUMBER-SAG"’ 
MATTRESS! It promises to ‘‘con- 
form” to your body but merely lets 
you down into an 8-hour slumber- 
sag with vital muscles strained all 
night long! 


AVOID THE ‘'SLUMBER-SLAB"’ 
MATTRESS! It claims ‘“‘firmness”’ 
but is really only “hardened up’”’.. . 
aggravates and distorts your body 
so you can’t relax! 


CHOOSE SEALY POSTURE-PERFECT 
SLEEP! Exclusive Sealy Comfort- 
Gard automatically adjusts your 
body to comfortably-correct sleeping 
posture! . . . Proves Sleeping on a 
Sealy Is Like Sleeping on a Cloud! 


Posturepedic 
with COMFORT-GARD 


®@ Automatically adjusts your body to com- 
fortably-correct sleeping posture! 


@ Button-free top! ... No Buttons, No Bumps, 
No Lumps! 


@ Life-line construction! ...No shifting of 
mattress padding! 


@ Designed in cooperation with leading 
Orthopedic surgeons, so you can't sleep 


incorrectly! COPYRIGHT SEALY, INC. 1955 


PROFESSIONAL DISCOUNT 


To acquaint physicians everywhere with the exclusive features of 
this mattress, Sealy offers a special discount on the purchase of the 
Sealy Posturepedic for the doctor’s personal use only. Now doctors 
may discover for themselves, AT SUBSTANTIAL SAVINGS the luxu- 
rious comfort of a Sealy Posturepedic. 

SEALY HAS FREE REPRINTS Of the booklets named in the coupon 
and will be happy to forward quantities for use in your office. 


Sealy Mattress Co. + 666 Lake Shore Drive * Chicago, ill. 
Gentlemen: Please send me without charge: 
Copies of "The Orthopedic Surgeon Looks at Your Bedding”. 
___ 2 Copies of “The Effect of Bedding on Posture, Health, Appearance 
and Sleeping Comfort.” 
Free Information on Professional Discount. 
NAME 
ADDRESS 
city ZONE___STATE 


Founded by 
W.C. ASHWORTH, 
M. D. 


Telephone: 2-0614 


GLENWOOD PARK SANITARIUM 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


WortH WILLIAMS, Business Manager R. M. Bute, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 


GREENSBORO, 
North 
Carolina 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. JAs. N. BRAWNER, JR., M.D. ALBERT F. BRAWNER, M. D. 
P.O. Box 218 Phone 5-4486 
Patronize 
Your 
Advertisers 


Out-Patient Clinic 
And Hospital For Rehabilitation Of 


THE 
KEELEY The ALCOHOLIC 


A. F. Fortune, MD: Medical Director 
I a S T | T U TE Ben F. Fortune, MD: Associate Medical Director 
447 W. Weshington st. = | R. H. Dovenmuehle, MD: Consultant in Psychiatry 


GREENSBORO, In-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 


Registered by American Medical Asseciation 
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r WE CORDIALLY INVITE YOUR INQUIRY 


for application for membership which af- 
fords protection against loss of income from 


; accident and sickness (accidental death, 

too) as well as benefits for hospital ex- 

penses for you and all your eligible de- 
| S pendents. 


is the symbol 
of the 


Tablets 


Quinidine Sulfate 


Natural 


0.2 Gram 
(approx. 3 grains) 
produced by 


Davies, Rose & Co., Ltd. “SURGEONS 
DENTISTS 


By specifying the name, the 
physician will be assured that this 
standardized form of Quinidine 
Sulfate Natural will be dispensed 
to his patient. 


(Clinical samples sent to physicians 
on their request 


$4,500,000 ASSETS 
$22,500,000 PAID FOR BENEFITS 


Davies, Rose & Co., Ltd. 


Boston 18, Mass. po 


2 
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Our Sincere Good Wishes fora. . 


(Merry Christmas 


During the new year, as in the past, we 


will strive to give you our best in service. 


Carolina Surgical Supply Company 


RALEIGH, N. C. DURHAM, N. C. 


The FOR 


Th EXCEPTIONAL 
ompson CHILDREN 


Homestead Year-round private 
home and school for 
School infants, children and 
adults on pleasant 
250 acre farm near Charlottesville. 
Write for booklet. 
Mrs. J. BAScom THOMPSON, Principal 


FREE UNION VIRGINIA 


XXXII 
| ‘ANTEPAR’ 

for “This Wormy World” 
PINWORMS 
ROUNDWORMS 

“SYRUP OF ‘ANTEPAR’ citrate brand 

Bottles of 4 fluid ounces, 1 pint and 1 gallon. m 

“TABLETS OF ‘ANTEPAR’ Citrate brand 

Pads of directions sheets for patients avail- 
BURROUGHS WELLCOME & CO. (U. S.A.) INC. 
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Whenever 

| the diet is faulty, 
the appetite poor, 
or the loss of food 


is excessive 


through vomiting 
or diarrhea— 


Valentine’s 
MEAT EXTRACT 


’ 


* 


 Adoleséenc 


Fy 


stimulates the appetite, 


increases the flow of 
digestive juices, 


provides: supplementary 
amounts of vitamins, minerals 
and soluble proteins, 


extra-dietary vitamin By, 


protective quantities of 
potassium, in a palatable and 
== readily assimilated form. 


Debilirating 


Supplied in bottles of 2 or 6 fluidounces. 
Dosage is 1 teaspoonful two or three times daily; 


two or three times this amount for potassium 
therapy. 


VALENTINE Company, Inc. 


RICHMOND 9, VIRGINIA 


} 
* 
Ss 
cleared of the infection by one course 
against ROUNDWORMS 
SYRUP OF ‘ANTEPAR’ Citrate bra: 
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STUART CIRCLE HOSPITAL 


413-21 Stuart Circle 
Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 


John D. Call, M.D. 
Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B. Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Director: 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O. Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D. 


Physiotherapy: 
Miss Etheleen Dalton 


Anesthesiology : 
William B. Moncure, M.D. 
Heth Owen, Jr., M.D. 


Charles C. Hough 


SAINT ALBANS 


PSYCHIATRIC 


sP ALA 


RADFORD, VIRGINIA 


w \ 


OAV 


STAFF 
James P, King, M.D., Director 


James K. Morrow, M.D. 


Thomas E. Painter, M.D. 
James L. Chitwood, M.D., Medical Consultant 


Clara K. Dickinson, M.D. 


Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 
BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 


Daniel D. Chiles, M.D. 
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APPALACHIAN HALL 


ESTABLISHED — 1916 
ASHEVILLE NORTH CAROLINA 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 


and alcohol habituation. 
Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete laboratory 


facilities including electroencephalography and X-ray. 

Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort. There are ample facilities for classification of patienta, rooms single or en suite. 

Wo. Ray GRIFFIN, JR., M.D. MARK A, GRIFFIN, Sk., M.D. 
Rosert A. GRIFFIN, M.D. MARK A. GRIFFIN, JR., M.D. 


For rates and further information write APPALACHIAN HALL, ASHEVILLE, N. C. 


INDEX TO ADVERTISERS 


Abbott Laboratories. ............................ XIII & XXIII Mead Johnson & Co. ....... 4th Cover 
Medical Dental Credit Bureau XXVIII 
Parke, Davis & Co. ...~.............. XXXVI & 3rd Cover 


Physicians Casualty Association 
Physicians Health Association .- XXXI 


Pinebluff Sanitarium .............. 
Saint Albans Sanatorium ... XXXIV 
Schering Corporation ........................ III, XIV & XV 
Sealy of the Carolinas . 

G. D. Searle & Co. ......... 

Stuart Circle Hospital . 

Thompson Homestead School 


Ames Company 

Ayerst Laboratories 

Brawner’s Sanitarium 

Broadoaks Sanatorium 

Brown & Williamson Tobacco Co. 
Burroughs-Wellcome & Co. .......... XXXII & XXXIII 
Carolina Surgical Supply Co. ........................-.-- XXXII 
Corn Products Sales Company 

J. L. Crumpton 

Glenwood Park Sanitarium 

Highland Hospital 

Hospital Saving Assn. of N. C. ...........-.---2.2---- XVII 
Keeley Institute 

Charles B. Knox Gelatine Co. vir White Cross Hospital 
Lederle Laboratories Winthrop-Stearns, Inc. 


Tucker Hospital 

U. S. Government Bonds 

Upjohn Company 

Valentine Company 

Westbrook Sanatorium XXVII 


3 
XXXV 
a 
: 
: 


iotic 


DERATELY 
DERAT 
RESISTANT 
' 
' 


RESISTANT 
0% RESISTANT 


RESISTANT 


RESISTANT 


MODERATEE 


2% MODERA 
RESISTANT. 


M 
H 
% RESISTANT 
@% SENSITIVE 


RESISTANT 


' 


44% MODERATELY 


' 

RESISTANT 
38% SENSITIVE 
18% RESISTANT 


AGAR WELL METHOD 


CHLOROMYCETIN and Four Other Major Antib 


i to 
TELY 
T 


v 


‘ 
10% RESISTA 
SENSITI 
46% SENSITIVE 


DERATELY 
ANT 


RESISTA 
RESIST 


U 
=~ 
— 
+) 
© 
& 


RESISTANT 
RESISTANT 


' 
% MODERA 


44% MODERATELY 
22% MODERATELY 


10% RESISTANT 
54% SENSITIVE 
24% RESISTANT 


Positive Staphylococe 


TUBE DILUTION METHOD 


Sensitivity of 50 Coagulase- 
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Tested by Three Methods* 


DISC METHOD 
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for todays problem pathogens 


The increasing incidence of infections due to antibiotic 
resistant staphylococci poses a major clinical problem.!* 
This is true even when recently introduced antibiotic 
agents are employed.**> Recent laboratory investiga- 
tions, however, show that development of staphylococ- 
cic resistance to CHLOROMYCETIN (chloramphenicol, 
Parke-Davis) is seldom encountered,*** In fact, 
CHLOROMYCETIN ~...is being used increasingly in 
staphylococcic infections resistant to other antibiotics.”® 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its adminis- 
tration, it should not be used indiscriminately or for minor infec- 
tions. Furthermore, as with certain other drugs, adequate blood 
studies should be made when the patient requires prolonged or 
intermittent therapy. 


References: (1) Spink, W. W.: Arch. Int. Med. 94:167, 1954. (2) Fin- 
land, M.: J.A.M.A. 158:188, 1955. (3) Tebrock, H. E., & Young, W. N.: 
New York J. Med. 55:1159, 1955. (4) LeMaistre, C.: M. Clin. North 
America 39:899, 1955. (5) Kagan, B. M.: J.M.A. Georgia 44:210, 1955. 
(6) Branch, A.; Starkey, D. H.; Rodgers, K. C., & Power, E. E., in 
Welch, H., & Marti-Ibaiiez, EF: Antibiotics Annual, 1954-1955, New 
York, Medical Encyclopedia, Inc., 1955, p. 1125. (7) Kutscher, A. H.; 
Seguin, L.; Lewis, S.; Piro, J. D.; Zegarelli, E. V.; Rankow, R., & Segall, 
R.: Antibiotics & Chemother. 4:1023, 1954. (8) Weil, A. J., & Stempel, 
B.: Antibiotic Med. 1:319, 1955. (9) Jones, C. P; Carter, B.; Thomas, 
W. L., & Creadick, R. N.: Obst. & Gynec. 5:365, 1955. 
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for strong, sturdy, solid growth 


Lactum 


NUTRITIONALLY SOUND FORMULA FOR INFANTS 


Lactum®-fed babies get all the proved benefits of a 


cow’s milk and Dextri-Maltose® formula. Mothers 


appreciate the convenience and simplicity of this 


ready-prepared formula. Physicians are assured the 


important protein margin of safety for sturdy growth. 


Lactum-fed babies are typically sturdy babies because Lactum 


supplies ample protein for sound growth and development. 


The generous protein intake of babies fed milk and 


carbohydrate formulas such as Lactum promotes the formation | 


of muscle mass. It also provides for good tissue turgor 


and excellent motor development.! 


(1) Jeans, P. C., in A. M. A. Handbook of Nutrition, 
ed, 2, Philadelphia, Blakiston, 1951, pp. 275-278. 


EAD) SYMBOL OF SERVICE TO THE PHYSICIAN 


MEAD JOHNSON & COMPANY + EVANSVILLE, INDIANA, U.S.A, 
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